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epidemic control through epidemiologically -informed population and geographic
targeting, focus on efficient identification modalities, partner and site monitoring and
accelerated national and county government ownership and seHreliance for HIV
programming. To support this goal, Kenya will prioritize resources with geographic and
programmatic shifts and focus based on the current HIV needs. The geographic shifts will
entail categorization of counties into a) Evolve b) Scale ¢) Reboot and d) Transition. In
these county categorizations, PEPFAR will focus on implementation with fidelity,
reorienting investments based on disease burden and unmet need, as well as transitionin
HIV Services to Local Partners in order to sustain epidemic control.

Optimal case identification and durable viral suppression remain critical goak in these efforts
toward HIV epidemic control. Case identification through recency testing will help detect
recent HIV infections among all newly diagnosed individuals in reaktime linking this

activity to index testing and other case finding modalities to increase HIV-positive yield.
Recency testingwill be rolled out nationally, with an initial focus in evo lve and reboot
counties, to monitor trends in the proportion of new infections.

The envisioned shifts need the right national policies. The country has adopted and
implemented differentiated service delivery models, including sixmonth multi -month scripting
(MMS) and delivery models to improve identification and ARV coverage of men and adolescents.
The 2018 ART guidelines also envisaged treatment optimagion with not only with the scale up
of TLD which has now been updated to includewomen of child bearing potential, but also
transition of older treatment regimens for children and adolescents.On Viral load suppression,
PEPFAR Kenya has continued to regter favorable outcomes with overall suppression rate
of 90%, however, gaps do remain with certain populations such as very young children
(<1lyr)and adolescents(10-19yrs)with overall rates at 76%.

Kenya will shift towards country and county led ART response andpilot county health
departmentstowards a more sustainable HIV/AIDS program while increasing investments
and responsibilities for the Government of Kenya(GOK). The program will ensure Human
Resources for Health HRH) efficiencies such asreductions in the number of program
management staff by merging TA teams, rightsizing and redistribution of staff across
facilities in line with efficient testing and differentiated care models. Each county will have
one lead implementing partner together with a Faith Based Organization(FBO) partner
with complete transition out of the seven central support counties with low burden.
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A sustainable HIV epidemic response needsboth national and county governments to
increase budgetary allocatiors towards HIV epidemic control interventions with a
corresponding significant reduction in donor dependency. PEPFAR/Kenyawill initiate
deliberate actions geared towards reachig out and sensitizing key influencers anddecision
makers at all levels of government, in a bid to secure increased domestic resources
allocation and use.The private sectorwill also be engagedas they form part of the broader
domestic resources contributors.

The PEPFAR Kenya tearoontinues to engageall stakeholders in Kenya who supportefforts
towards epidemic control. We recognize the invaluable input the stakeholders provided in
the conceptualization and development of the COP 1&s well asthe quarterly POART and
key technical working group meetings. The PEPFAR Team will continue to ensure
engagement of CSOs including FBOsthe private sector, UNAIDS and UN Joint Team
(UNJT), Global Fund (GF) as well as the G@vernment of Kenya (GQOK) to address the
program issues and priorities raised in the COP19 SDS as a means to achieving epidemic
control in Kenya.

a81 WPBARRBAOI OAh AT A 00Ol COAI
2.1 Summary statistics, disease burden and country profile

Kenya is a lowermiddle income country with a population of 47.8 million and per capita
gross national income (GNI) of $1,340 (KNBS 2018 projection; World Bank 2015).
Government Health Expenditure as a proportion of total government expenditure
increased fom 6.1% in 2012/180 6.7% in 2015/16and further increased to 9.2% in 2018/19
with contributions to HIV/AIDS, increasing from 18.8% in Kenya fiscal year KFY2012/13 to
25.5% in KFY2015/16 (2015/16 National Health Accounts). Kenya demonstrates bold
leadership in supporting the Sustainable Development Goals. The Kenya AIDS Strategic
Framework (KASF) 2014/32018/19 is fully aligned with the global 9890-90 targets by 2020
set by UNAIDS towards ending AIDS as a public health threat by 2030, and the GOKas
fast-tracked key policy shifts that will enable attainment of these ambitious targets.

UNAIDS estimates a total of 1,559,966 aduitand children living with HIV in Kenya (Kenya
HIV Estimates 2019). With this estimate, Kenya has approximately 48,308 new HIV
infections and 25,033 HItrelated deaths per year, with an estimated 122,446 children living
with HIV (Kenya HIV Estimates, 2019). The national adult (1549 years) HIV prevalence is
estimated at 4.8% and varies widely by geographic region, ranging from 0.1% in Wajir to

1National Health Accounts (NHA 2012/13)
2 National Health Accounts (NHA 2015/16)
3 MoH National and County Health Budget Analysis £018/19
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21.0% in Siaya (Kenya HIV Estimates, 2018). Females, especially young women, are
disproportionately affected with higher HIV prevalence compared to their male

AT O1 OAOPAOOO jp8ir 6068 nsyr OAOPAAOGEOAIT U AiT1
among those aged 124 years) (Kenya HIV Estimates, 2019).

Overall, significant progress has been made in the number ofPeople Living with HIV
(PLHIV) who know their status and are enrolled in ART. By the end of FY18, 186,903 PLHIV
had been identified positive for HIV and 1,084,100 were receiving lifsaving antiretroviral
therapy (PEPFAR Panorama 2018). This was largely facilitated by the strong collabaiat
AROxAAT owo&!'2h '/ +h "& AT A T OEAO EAU OOAEAE
achieve 9690-90 targets by 2020 as outlined in the KASF. Significant achievements include
the rapid rollout of Test and Start guidelines, differentiated care models, pbust defaulter
management systems to minimize loss to followup and maximizing retention in care and
treatment. Overall, new infections and all-because mortality among PLHIV has been
significantly reducing in Kenyafrom 2010 to 2018, while ART coverage &@one up (Figure
2.1.4Kenya HIV Estimates, 201p

Elimination of mother -to-AEET A OOAT Oi EOOETT 1T &£ ()6 OAI AET O
epidemic responseln FY 18, Kenya achieved 85% of PMTCT STAT and 89% of PMTCT ART
targets compared to FY17 achievement of 69% and 66% for the same indicators respectively
PEPFAR FY18 performance was similéw national MoH performance. Of those attending
first Ante Natal Care (ANC), 99% knew their HIV status while 98% of those identified HIV
positive initiated ART. The early infant diagnosis (EID) coverage improved due to enhance
post-natal HIV retesting and HIV-exposed infants HEI) identification at immunization
clinics. Of the 60,763 tests, 67%41,015/60,768were tested at age < 2 months while 33%
(19,948/60,763) were tested between-22 months. Total of 1,715 (2.8%) were identified PCR
positive and 87% linked to treatment. The program will continue to utilize the national
eMTCT framework launched in 201&vhich provides an opportunity to close these gaps in
COP19. Improving EID coveragevill remain a priority in COP19, with an increased focus
on early testing of HIV exposed infants within 2 months through enhanced retention, post
ANC 1 retesting and referral andHEI screening at immunization. (*The program began
reporting on the correct denominator in FY19, based orMER Indicator Reference Guide
Version 2.3 FY19)

To address HIV prevention needs foradolescent girls and young women AGYW), Kenya
scaled up implementation of interventions through DREAMS. The goal of the DREAMS
Kenya Programis to reduce new HIV infections, reduce violence and response to violence

among adolescent girls and young women (AGYW)At the end of Q2 FY 19300,042AGYW
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(ages 924 years) were cumulatively enrolled in the seven DREAMS suhbational units
(SNU) (Homabay, Siaya, Kisumu, Migori, Nairobi, Kiambu and Mombasa) against a target
of 252,000. Beyond enrollment, a key focus of the DREAMS initiative is both HIV
prevention and risk avoidance for AGYW through a combination and layering of age
appropriate evidence based interventions. By end of FY18 a total of 277,188ls had
completed at least 1 servicelll,848ad completed an entire primary packageand 53,126
girls more than 1 primary package(source: DREAMS database) COP19 provides an
opportunity to bui Id on this success to optimize coverage. In CoP 19 the program will
prioritize strategic shifts that will include phasing out cash transfers and phasing in
vocational training for young women as well as ensuring an optimal mentor mentee ratio
of 1:6. The pogram will begin a data re-alignment process with the Ministry of Health
systems.

Based on the overallvoluntary medical male circumcision (VMMC) rate in Kenya of 91%
(KAIS 2012), the national program targets norcircumcising communities in the former
Nyanza Province, parts of Rift Valley, and pockets of other counties. Kenya introduced a
second national VMMC strategy in 2014 targeting 1,001,757 circumcisiors)d addressing
cultural barriers to achieve 80% coverage in all focus counties by 2019. Countiegith
VMMC coverage below 80% at the beginning of the second strategy were prioritized (Homa
Bay 56%, Kisumu 59%, Migori 73%, Siaya 56%, Turkana 26%). Counties with VMMC
coverage above 80%, but which host pockets of nortircumcising populations, were also
prioritized (Busia, Kericho, Nairobi, Nandi, and West Pokot). Nine of the VMMC focus
counties are also prioritized for ART scale up to saturation while two are in the sustained
category (Nandi and Kericho), which have large pockets of norcircumcising communities
requiring VMMC services for epidemic control. Kenya has continuously met VMMC
targets, largely through an enabling policy environment, increased demand creation,
availability, and uptake of static and mobile circumcision services. All VMMC priority
counties are approaching or have achieved 80% coverage for males4d%years. In addition,
to continue technical support towards the design and initiation of Early Infant Male
Circumcision (EIMC) policy, PEPFAR provides central support to governmemied models
of VMMC service delivery including the circumcising of annual cohorts of boys as they
transition to the 10-14 year age band.

Key Populations (KP) in Kenya include female sex workers (FSW), men who have sex with
men (MSM)/transgender population (TG) and people who inject drugs (PWID). High HIV
prevalence rates persist among KP, ranging from estimates of 18.2% among MSM, 29.3%
among FSW, and 18.3% among PWID (2011, IBBS). Fisherfolk in the lake region of western
Kenya constitute a priority population (PP) with an estimated 23.4% HIV prevalence
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(KEMRI Asembo Fisherfolk IBBS, 2016). These demographic and epidemiological data are
summarized in table 2.1.1 and 2.1.2 belowwhe PEPFARsupported KP program provides a
comprehensive package of biomedical and bhavioral services for prevention, diagnosis
and treatment of HIV, sexually transmitted diseases and viral hepatitis. Despite availability
of services, uptake remains suboptimal, largely because of stigmatization and
criminalization of KP behavior. In 201§ the first phase of a PEPFARunded size estimation
activity, led by the National AIDS & STI Control Program (NASCOB), provided updated
estimates of KP sizes based on programmatic mapping (32,580 MSM, 167,940 FSW and
16,063 PWID). ART coverage through Kfriendly services is estimated at well below 50%
in all three populations. To address these gaps, PEPFAR invests in the sensitization of
health workers and relevant authorities, as well as KP community engagement approaches
including funding of KP led organizations to deliver services directly to community
members and regular Civil Society Organization (CSO) stakeholder engagement for
program guidance. Targets and resource allocation may be adjusted as we redesign the
Kenya Key Populations Program with an intention of meeting the 95:95:950alsin COP19.

Since COP 2017he PEPFAR Kenya Key Population program embarked on institutional
and organizational capacity building of key population led organization to improve their
capacity to implement health programs and fundraise. There are 12 local Kied
organizations, namely Health Options for Young Men on AIDS and STIs (HOYMAS,
Nairobi), Bar Hostess Empoverment Support Program (BHESP, Nairobi), Men Against
AIDS Youth Group (MAAYGO, Kisumu), Nakuru Youth Development Education Support
Organization (NYDESO, Nakuru), Mamboleo Peer Empowerment Group (MPEG, Kiambu),
Busia Survivors (SSG, Busia) SAPTA in NairobNyarwek in Kisumu, Nyanza RHS in
Kisumu, ISHTAR MSM in Nairobi, NOSET in Nairobi, KISWAin Kisumu and Tamba Pwani
(Kilifi) with increased capacity to develop and implement HIV and AIDS, and violence
prevention and response programs in addition to fundraisng for their own developed
programs. In COP19, PEPFAR will continue building strong partnership with the KP
Consortium, and Trans* organizations to ensure the KP program is owned anananaged
by Key Populations.Achieving sustained epidemic control will be predicated on achieving
optimal coverage of clinical and prevention interventions as well as a number of systemic
processes falling into place along the 98595 cascade. PEPFAR addresses key
programmatic gaps in the clinical cascade in the CountryOperational Plan for FY 2020
(COP19) in the context of achieving HIV epidemic control, strengthening the national
sustainability profile, and leveraging transformative health systems investments.
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Standard Table 2.1.1 Host Country Government Results

Table 2.1.1 Host Country Government Results

Total <15 1524 25+ Source, Year
Female Male Female Male Female Male
47,848,95 9,707,75| 20. | 9,911,16| 20. | 4,732,99 4,764,5 9,657,37 9,075,15 ;
Total Population 100 9.9 10.0 20.2 19.0 | KNBS population
3 0 3 6 7 6 03 8 9 projections 2018
HIV Prevalence 46,069,41 48 06 0.7 27 15 8.0 4.9 | Spectrum 209 estimates
(%) 2 (total for 1549 years)
AIDS Deaths 25,033 2,534 2,630 1,603 1,530 7,488 9,248
(per year) Spectrum 2019 estimates
# PLHIV 1,559,966 60,875 61,571 119,488 71,863 786,354 459,815 Spectrum 2019 estimates
Incidence Rate 0.27 0.11 0.14 0.11 _
(Yn) Spectrum 2019 estimates
New Infections
48,308 4,959 5,088 11,202 4,981 12,648 9,430 )
(Yr) Spectrum 2019 estimates
Annual births 1,414,212 Spectrum 2019 estimates
% of Pregnant
Women with at 95.5 KDHS 2014 (% recv ANC
least one ANC from skilled provider up
visit to 5 years prior to survey)
Pregr_1ant women 63,079
needing ARVs Spectrum 2019 estimates
Orphans
(maternal, 2,274,005
paternal, double) Spectrum 2019 estimates
Notified TB 95,774 4,716 5,263 6,877 9,642 23,228 46,048 National TB Program
cases (Yr) data, 2018
% of TB cases )
that are HIV 25475 | 26 704 15| 774 | 15| 1122 | 16 | 858 9 | 9766 | 42 | 12,251| 27 | National TBProgram
. data, 2018
infected
2014 KDHS, overall is for
1549, 25+ not reported in
% of Males '
y . 92.6 914 survey. MC Prevalence
Circumcised i
survey underway in
VMMC zpriority counties.
Estimated
Population Size 32,580
of MSM* 2018 KP size estimate
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MSM HIV 18

Prevalence KARPRReport-2018

Estimated

Population Size 167,940

of FSW 2018 KP size estimate

FSW HIV 29

Prevalence KARPRReport-2018

Estimated

Population Size 16,063

of PWID 2018 KP size estimate

PWID HIV 18

Prevalence KARPRReport-2018

Estimated Size of

Priority

Populations
Fisherfolk 123,065 Data presented are for
Prisoners 85,273 targeting purposes and
Uniformed 200,000 may not reflect actual
services 108,000 Size. .

- Sources various
military 30,000 including: Fisherfolk:
AGYW 1519 2,498,353 FELTP AA 2011,
AGYW 2024 2,234,644 AGYW: KNBS population

projections 2018
Others: NASCOP
Consensus Report
Estimated
Prevalence in 23.4 Fisherfolk: IBBS 2016
Priority )
; among fisherfolk,
Populations
(Fisherfolk)
*If presenting size estimate data would compromise the safety of this population, please do not enter it in this table.
Cite sources
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Standard Table 2.1.2 90-90-90 cascade: HIV diagnosis, treatment and viral suppression

Table 2.1.2 9090-90 cascade: HIV diagnosis, treatment and viral suppression*
. . . . . HIV Testing and Linkage to
Epidemiologic Data HIV Treatment and Viral Suppression ART Within the Last Year
Total . .
Population HIV EsEll_r:titled PLHIV on ART . Tested for Dla?_'rllssed Initiated
Size Prevalence BLHIV diagnosed ART Viral HIV Positi on ART
Estimate Coverage | Suppression osiuve
(%) (%)
#) (%) #) #) #) #) #) (#)
Total 47,848,953 N/A 1,559,966 N/A 1,082,927 69% 89% 13,194,592 183,906 145,087
population
Population 19,618,916 N/A 122,446 N/A 76,670 63% 76% 1,918,996 8,361 8,631
<15 years
Men 1524 4,764,503 1.46 71,863 N/A 26,747 37% 76% 1,387,061 6,312 4,132
years
Men 25+ 9,075,159 4.88 459,815 N/A 289,631 63% 90% 2,564,211 51,958 40,321
years
Women 15 4,732,996 2.68 119,488 N/A 67,273 56% 85% 2,834,249 28,827 23,289
24 years
Women 25+ 9,657,378 8.04 786,354 N/A 622,606 79% 91% 4,490,075 88,448 68,714
years
MSM 32,580* 18.2** 5,930*** N/A 2,324%*** 920p***+* 25,291 **** 849 rrx 512%xkx
FSW 167,940* 29.3** 49,207*** N/A 14,645%*** 919p**** 131,589**** 2148**** 1926****
PWID 16,063* 18.3** 2,940*** N/A 463**** 1009%**** 13,528**** 285¥*x* 78xx**
0,
. 123,065***** 23.4xxkkx N/A N/A N/A 52.5% N/A N/A N/A N/A
Fisherfolk Fekkokk

Notes: *2018 KPSE*KARPR-Report-2018 ***Calculated, ***MER and other program data, *****2016 Fisherfolk IBBS, Asembo
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Figure 2.1.3 National and PEPFAR Trend for Individuals currently on Treatment

National and PEPFAR Trends for Individuals Currently on

Treatment
1,200,000

1,000,000

800,000

600,000

PLHIV on ART in Kenya

400,000

200,000

2011 2012 2013 2014 2015 2016 2017 2018

# of People on ART supported by PEPFAR
# of People on ART supported Nationally

*For the same time period the reporting rate to MoH decreased due to the MH
rolling out new facility -level reporting tools. The transition and differing versions
of reporting tools negatively impacted overall reporting.
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Figure 2.1.4 Trend of New Infe ctions and All -Cause Mortality a mong PLHIV

Incident infections and deaths among PLHIV (Spectrum), all ages
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New HIV infections Deaths to PLHIV (all causes) ART coverage

2.2 Investment Profile

The GOK remains committed to ending AIDS by 2030, making for strategic health
investments in health to maximize impact while increasing domestic resources to sustain

OEA TAOQGETTAI ()671!)$3 OAODI 1 OAfaffordabl®ixaitecArdoh OE A
for all under the universal health care (UHC) agenda will advance progress to ensure
equitable and affordable access to essential health services, particularly for the
disadvantaged, vulnerable and poor in Kenya, including peopldiving with or affected by

HIV

The current health financing landscape indicates an improvement in government financing
to the health sector. The proportion of total government budget allocation to health for
both national and county levels has started slowing improvement at 9.2 percent in FY
2018/19 after decreasing significantly from 7.8 percent before devolution in FY 2012/13.

However, out-of-pocket spending still remains a large source of health financing
(accounting for 32.8% of total health spendirg in 2015/169), placing vulnerable households
at greater risk of incurring catastrophic or impoverishing health expenditures (estimated
at 6.2% in 2013). Funding to the health sector remains limited. The large proportion of
government revenue used to finance debts and wages, coupled with slow economic growth
and demand from other competing sectors limit the expansion of health resources. The

4 Kenya National Health Accounts, 2015/16
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clamour for higher wages by public sector employees resulting in ongoing nationwide
health worker strikes has contributed to the ballooning public wage bill (52% of
government revenues in Kenya FY (KFY) 2017/18), leaving few resources to be used for
health or other services.

While public sector contributions to HIV/AIDS have increased from 188% in Kenya Fiscal

Year (KFY) 2012/13 t82.26 in KFY 2015/1% donors remain the predominant source of HIV

financing, contributing 62 .3% of HIV expenditures in KFY 2015/16 he remainder of shares

are borne by households through out of pocket spending and employers at 9% and 6.5%
respectively.+ AT UAG O AT 1T OOEAOQOEI T AO couAepart-finagcing OO0 ' 1 1
requirement was $22 million in 2017/18 and 28/1fbr procurement of ARVs and test kits,

and is expected to increase by $25.4 million in KFY 2019/20 as shown by the budget
estimates presented to the National Assembly This is further expected to increase to $31

million by KFY 2020/21. Nevertheless, donors continue to financehte majority (86.4%s) of

all ARV needs in Kenya.

On average, county governments increased the proportion of their total budgets allocated
to health from 13.9% in KFY 2013/14 to 27.2% in KFY 2018r&flecting the extent to which
county governments prioritize health investments over other sectors Anticipated increases

in salary increments resulting from the ongoing labour disputes are expected to
significantly impact county allocations to health. However, current efforts to rationalize
staff and clean up payroll will help contain the wage bill (currently 75.8% of county
allocations in KFY 2018/19) thereby freeing up resources to finance drugs, medical supplies
or other critical service delivery inputs.

Given the above, significantly greater domestic financing for health and HIV is needed to
reduce donor dependency and sustain progress made in controlling the HIV epidemic.
Increased government budget alone is inadequate to offset uncertainties in donor spport.
Efforts to increase the fiscal space for health must be accompanied with measures to
address inefficiencies in the use of available resources, including health insurance reforms
and other measures that could ensure greater returns on investment. Inovative financing
such as those which engage private sector will continue to be explored as a means to expand
uptake of HIV services, decongest the public sector and ensure longterm sustainability of
the HIV response.

s HIV Sub Account/NHA 2015/16
6 Global Fund application 2017
7 MoH National and County Health Budget Analysis (2018/19)
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Standard Table 2.2.1 Annual Investment Profile by Program Area

Table 2.2.1 Investment Profile by Program Area

Total % % Other % UN % All Other
o) o)
Program Area Expenditure US$* PEPFAR * GF | & Bilateral Agencies | International
Clinical care,
treatment and 480,362,531.00 51% 9% 40% 0% 0% 0%
support
S;rr:m““'ty'based 14,446,767.00 91% 9% 0% 0% 0% 0%
PMTCT 47,460,045.92 34% 2% 62% 2% 0% 0%
HTC 83,742,905.15 53% 3% 44% 0% 0% 0%
VMMC 18,597,751.00 100% 0% 0% 0% 0% 0%
Priority population 12,450,020.88 96% 4% 0% 0% 0% 0%
prevention
AGYW Prevention 2,998,784.00 76% 24% 0% 0% 0% 0%
Key population 10,908,962.10 80% 19% 0% 0% 1% 0%
prevention
ovC 74,550,682.00 43% 0% 0% 21% 35% 0%
Laboratory 27,916,436.77 37% 19% 44% 0% 0% 0%
Sl, Surveys and 16,920,128.00 86% 14% 0% 0% 0% 0%
Surveillance
HSS 26,620,298.00 80% 19% 0% 0% 0% 1%
Total 816,975,311.83 54% 8% 33% 2% 3% 0%
*These are expenditureestimates based orthe Kenya Global Fund application for 2017 and GOK estimates f&018/19.
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Standard Table 2.2.2: Annual Procurement Profile for Key Commodities 2017/2018

Table 2.2.2 Annual Procurement Profile for Key Commodities 2017/2018

Commodity Category Total Expenditure (USD) PEPFAR (a) | GF (b) Host Country (c) Other
ARVs 97,589,940 23,159,126| 62,844,575 11,435,266 150,972
Rapid Test Kits 17,626,020 4,641,878 | 4,108,944 8,875,197 -
Other Drugs (TB, MAL, Ol) 38,828,621 15,106,424 | 18,991,079 683,384 4,049,825
Lab Reagents 13,018,862 8,779,122 | 2,923,353 826,750 489,637
Condoms 2,237,818 - 1,224,955 - 1,012,863
Viral Load Commodities 16,678,593 16,678,593 - - -
EID 1,352,698 1,352,698 - - -
Other (equipment) 2,356,620 153,887 2,029,521 21,917 151,295
Program Management 14,173,240 3,309,803 8,357,531 1,748,446 757,460
Total 203,862,413 73,181,531 100,479,959 23,590,960 6,612,052
*USAID KEMSA Medical Commodities ProgramFY 2017/18
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Standard Table 2.2.3: Annual USG Non -PEPFAR Funded Investments and Integration

Table 2.2.3 Annual USG Non -PEPFAR Funded Investments and Integration FY 2019 (US$)

Total USG NEZ;ZEEZQR #Co- | PEPFAR COP
Funding Source | Non-PEPFAR . Funded Co-Funding Objectives
Resources | C0-Funding IMs Contribution
! PEPFAR IMs
Supporting quality services for maternal
USAID MCH 16,000,000 5,400,000 8 32,418,821 | and child health
Improving TB diagnosis, care and
USAID TB 5,000,000 4,552,927 1 1,311,978 | treatment
Supporting malaria prevention and
USAID Malaria 35,000,000 6,770,610 7 104,034,275 treatment is select h|gh burden counties
USAID Family 21,600,000 12,291,514 9 121,580,029 . .
. Support FP services in the country
Planning
Support nutrition interventions in the
Nutrition 4,000,000 2,536,000 2 7,263,000 country
NIH -
CDC (Global
Health Security)
DOD HIV 1.107.167 5 Sup!oor_t AF_RICOS HIV C_ohort and
Pediatric Viral Load Studies
Research
DOD Lab Support 27,457 1 Support proficiency panels for CRC Lab
DOD Ebola
Surveillance of migrant populations and
Quarantine 321,300 - 1 refugee camps

Unclassified
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Disease surveillance, diagnostic of priority

CDCDTRA 1,101,074 1,101,074 syndromic illnesses. Incidence and
economic impact of Brucella. Non HIV-
FELTP activities
Building capacity, monitoring & detecting

Global Disease 847,986 847,986 threats, responding to international

Detection and emergencies and reconstructing health

Emergency systems _GHSACDC).

Response Developing an emergency supply chain for
sending and receiving medical counter
measures for emergency disease response
(GHSA-USAID

Global Health 2.388.957 2.388.957 Help develop heallth systems that prevent

o avoidable epidemics, early threat detection

Security: Program : .
and rapid and effective response

Costs

Global Public :

: Global Health Protection research to

Health Capacity 1,400,000 KEMRI and MoH

Development

Improving

Program 124,382 1,280,000 HIV AIDS clinical research

Effectiveness

Malaria 126,000 994,641 Malaria research

Pandemic 498,412 1,488,000
Flu research

Influenza

CDC OD 2,026,901 148,286 Management Support

MCC

Total 90,169,636 41,199,995

Unclassified
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Standard Table 2.2.4: Annual PEPFAR Non-COP Resources, Central Initiatives, PPP, HOP

Table 2.2.4 Annual PEPFAR Non-COP Resources, Central Initiatives, PPP, HOP (US$), FY 2019

PESI?AR Total Non - Tgtg'PNgg " | #cCo | PEPFAR COP
Funding Source PEPFAR : Funded Co-Funding Objectives
Non-COP Resources funding IMs Contribution
Resources PEPFAR IMs

OovC - - -

Kenya is a part of
countries in PPP with
Becton, Dickinson
and Company, CDC
andtheMo( 6 O E
OAT AAO Al O
contribution is in

kind which includes
Other Puplic Private 600,000 1 mentorship for
Partnership laboratories and
HCWs on QMS,
equipment

calibration and
maintenance and IPC
(which looks at HIV
prevention in

relation to patients
and HCWs safety)

Total 600,000
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2.3 National Sustainability Profile Update

The 2018 Sustainability Index and Dashboard (SID) 3.0 results showed some progress in
Kenya towards sustained epidemic control. Three (3) elements scored dark green
suggestingno further investment are required in those areas(Planning and Coordination,
Policies and Governance, and Quality management); six (6) elements were light green
suggesting that little to no investment is required (CSO engagement, Private Sector
Engagement, Public Access to Information, Technical and Allgative Efficiencies,
Financial/Expenditure Data, Performance Data); six (6) elements were yellow (described
below) and needed some degree of support. No elements scored red.

The COP 19 includes an intervention to strengthen the national sustainability prdile taking

into consideration the national efforts on the implementation of the Global Fund
Sustainability, Transition and Co-financing (STC) policy and the integration agenda to

avoid duplication. The intervention will focus on the development of a negotated
responsibility matrix to monitor shifts in PEPFAR support to partner county systems

including financing. COP 19 will also transition out of health facilities at county level in

consultation with the national government, as the government takes on some
OAODPI 1T OEAEI EOEAOG AT AFiT O Al ECI DPAOOTI AOOGGE 0OODDI
processwill include identification and management of the lead clinical partner to support

coordination and effective transition to county governments.

Sustainability Strengths:

1 Policies and Governance: The national bodies responsible for guiding the
AT 01T Oous O BiI 1 EAEAO ET OEA AiT OOl 1T&£ ()6 7
Council (NACC) and the National AIDS & STI Control Programme (NASCOP)
continue to lead the country in the development of key health and HIV policy and
strategy documents that serve as the foundation to guide all key stakeholders on
how and where to invest in the HIV response.In the recent past, Test and Start,
VMMC and eMTCT policies; and guidelines for KP and seltesting were finalized
and disseminated. In addition, all 47 counties finalized and disseminated costed
County AIDS Strategic Plans (CASFs) with NACC funding and leadership.
Coordination and implementation of these and oher key policies remain critical
elements to propel the country towards epidemic control. The GoK has approved a
one-year grace period addendum the Kenya AIDS Strategic Framework (KASF) to
allow development of a second National Framework and updatet7 CASE.

1 Quality Management: Under SID 2.0, Kenya witnessed an increase in the
coordination and capacity of the MoH, including NACC and NASCOP, to
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institutionalize management information systems, strategic plans, workforce
development programs and other key inputs to ensure that modern quality
improvement methodologies are applied to managing and providing HIV/AIDS
savices. There is a Kenya HIV Quality Improvement Framework (KHQIF) in place,
however the country relies on donors to implement it at the county and facility level.
There is need for PEPFAR Kenya to enhance local ownership of the KHQIF
implementation in vie w of transitioning the activities and funding to government.

A Technical and Allocative Efficiencies: + AT UAS3 O A A lpdddini besedl £ A
budgeting and UHC approach helped the national and county governments
prioritize and improve resource allocation for health and HIV. Although the
government (national and county level) has increased its allocations to HIV, poor
budget execution and absorption remains an issue of concern. Moreover, PEPFAR
and a few other donors continue to finance the majority of ARV needsin the
country. The National Health Insurance Fund (NHIF) and the current pilot UHC
program, have integrated HIV in the benefit package, however HIV costs arenot
reimbursed given the extent of donor subsidies.COP19will ensure full integration
of HIV service costs are added tolie essential benefit package, andhew strategies
are developed and implementedfor reimbursing providers through pre-payment
schemes including NHIF.

A Financial/Expenditure Data: PEPFAR has suppded the MoH to routinely
conduct national and county level budget analyses, and monitor trends in health
and HIV expenditures through use of National Health Accounts (NHA), including
the HIV sub-account, the Kenya National AIDS Spending Assessment (KNASANd
select County Health Accounts (CHA). Through GF support, the country has also
developed 47financial profiles for each of the 47 counties. These data are used to
inform advocacy and planning for increased allocations to health and HIV, monitor
shifts in domestic financing (including household spending), and influence budget
allocation and execution.

Sustainability Vulnerabilities:

1 Planning and Coordination:  Despite improvements, much remains to be done to
ensure adequate planning and coordination, and to improve efficiency in resource
management particularly given the roles of NACC, NASCOP and county
governments under the devolved system of government. On spply chain
coordination, the national government will begin to play a greater role through a
strengthened Directorate of Pharmaceutical Services/Health Products and
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Technologies (HPT). The directorate will lead coordination efforts across health
programs & the national level as well as vertically across the two levels of
government z county and national. At county levels, county HPT/supply chain units
will be responsible for coordination of commodity planning and management
within and across counties.

Human Resources for Health (HRH ): Kenya has a health workforce that is not
sufficiently rationalized, right sized or with appropriate skills-mix for effective and
sustained epidemic control. As a result PEPFARnvestments in contracting health
workers at facility and community levels are still needed. However, the county
governments HRH management systems, need to be supported to a level where they
can adequately meet all HRH needs, or reduce HRH for HIV services dependency
ratio significantly. PEPFAR in COPYy xEI I ET OAGO 11 OA
rationalization and right sizing activities towards ensuring the program sustainably
attains 95,95,95 cascadéAs recommended by the recent HRH data call reportthere
will be reduction in implementing partner (IP) program management staff with
savings going to fund the service delivery health workforce COP 19will strengthen
county level HRH management capacity,apply the county HRH maturity index tool

to graduate and initiate transition o f PEPFAR funded responsibilities to counties.
Labor disputes have continued to disrupt PEPFAR supported services, hendbe
program will continue engaging relevant stakeholders such as national government,
council of governors, county governments and workeso leadership in effective
mitigation measures such as regularizing faceto-face engagement with
stakeholders, and mentorship onlabor laws and negotiation skills. The site level
workforce will be monitored regularly through the HRIS to ensure appropriate
rationalization of HCW based on HIV program needs. Community level cadres
recognition and support initiatives will be supported to ensure adequate numbers
and skills mix in response to HIV epidemic control. Approachesthat are workforce
efficient including DSDM and targeted testing will be applied.

Commodity Security and Supply Chain : Despite marked progress, devolved units
will need to be targeted for strengthened commodity management and
infrastructure at county, sub-county, facility and community levels. County

leadership and oversight of supply chain functions remains weak and requires
continued support even while domestic resources are being mobilized for
commodity procurement and supply chain systems strengthening. Without
appropriate support to the national system, strengthening devolved units alonewill

not yield sustainable results. Numerous improvements will be supported at the
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national HPT wunit including how to leverage non-USG funding sources
development of supply chain policies and strategies,and standardsand guidelines
for use in devolved units and accountability for every commodity procured trough
the establishmentof A 04 OAAE AT A 40AAA6 OUOOAI 8
county level to provide a country-wide accountability for USG funded commodities.
To avoid duplication of efforts, coordination will take place through the national
and county governance systems as well as GF support. Other efforts will include the
integration of LMIS into DHIS for efficient management and decision-making.

Laboratory : Laboratory systems were prioritized given the critical role in testing,
care and treatment continuum. There is a broad strategic plan in place that covers
policy, quality assurance, technical guidance, annual work plans, budgets and
systems for laboratoryservices reporting, monitoring and evaluation. Additionally,
there is policy guidance on HRH. The national TWG is implementing frameworks
and road mapsto strengthen national laboratory referral networks and access to
HIV/TB related laboratory services, ogimizing laboratory equipment/services, and
improving quality assurance and routine monitoring. PEPFAR support for
laboratory programs will be transitioned to the national and county governments.
Theseprogramswill need to be monitored to ensure the gainsmade in the past years
are notlost. The laboratory will continue implementation of lab -specific continuous
guality improvement and assurance activitiesin collaboration with county
governments in PEPFAR priority counties. This will entail maintaining all testing
sites with EQA schemes to ensure accuracy of HIV/TB related tests from diagnosis
through ART monitoring. Efficiency will be attained by adopting modern molecular
diagnostic equipment that will require maintaining a competent workforce to run
them. In addition, complex testing such as viral load (VL), (EID) and HIV drug
resistance will be transitioned from research settings to public health institutions
leading to an increased demand on the technicakapacity of the MoH to continue
performing such tests alongside managinghe laboratory networks.

Domestic Resource Mobilization:  Although national and county governments
have continued to increase contributions to the health sector including for HIV,
financing of the HIV response remains heavily donor dependent donors finance
~90% of ARV needs. To maintain and expand current HIV program gains, PEPFAR
is supporting the GOK to mobilize adequate domestic financing including through
instituting health financing reforms that focus on pre-payment schemesaimed at
reducing out of pocket spending, as well as potental private sector contributions
especially in financing and service provision. Investments will be directed towards
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strengthening both national and county capacities in health planning and
budgeting, evidence generation and advocacy for increased budgetary allocations
for health and HIV including strategies for enhancing efficiency in resource
allocation and use. The launch of UHC in Kenya presentan excellent opportunity
for the health sector to increase domestic resources for health and HIV servicesnd
to develop strategies/frameworks to guide investments in the health sector for
sustainable financing.

1 Epidemiological and Health D ata: The country has robust information systems
that have ensured data availability and concordance among the various data
sources. The data from these systems has underscored the importance of
strengthening routine data systems towards improving HIV surveillance at alllevels
and for majority of HIV clients. Most of these systems are largely PEPFAR dependent
for the system evolution part; there is a deliberate attempt to create a community of
support to ensure these systems can be supported via local capacity insustainable
manner. Surveillance and survey activities are majorly donor driven with
coordination from M oH.

Additional Observations:

Civil Society: Stakeholders could benefit from additional PEPFAR training to ensure
effective advocacy, accountability audits and engagement in PEPFAR and other HiV
related processes. Stating with COP 18, the move towards local indigenous organizations
funding beganbuilding the capacity of local CSO. These efforts include both FBOs an&P
Organizations. NACC in partnership with NASCOP will continue to champion the
engagementof county leadership in the SID processand will continue to mobilize USG
support to adapt the national tool for use at county level

2.4 Alignment of PEPFAR investments geographically to disease burden

Consistent with COP16COP18, PEPFAR investments are aligned geographically to HIV
burden. For COP19, preliminary KENPHIA results were consulted when developing
estimated burden and unmet need for treatment by SNU. Counties were then ranked by
unmet need for treatment based on these KENPHIAInformed estimates. As expected
with program-based budgeting, strategic objective costs varied across
implementing mechanismsdue to different service delivery models between government,
non-government and private facilities with higher costs in hard-to-reach areas, and
patient density in high burden counties that reduce overall strategic objective costs The
overall PEPFARInvestment wasgrouped by county according to ART coverage and unmet
need. Twelve (13 Evolve counties,sixteen (1§ Scale Countiestwelve (13 Reboot counties
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and seven (7)transition counties were categorized as sustained commodities for COPD.
The PEPFARteam considered new diseaseburden estimateswhere there were significant
changesin order to appropriately invest (e.g., Nakuru) as well as the complexities of
urban metropolitan areas (e.g. greater Nairobi metro area);however, the rank order of the
national HIV burden estimates were the same as thoseused in COP17.

Funding projections for meeting the COP 2018 prevention targets werebased on
assessments of what partners actually spent in achieving similar targets in FY17
(Expenditure analysis of 2017). Reductions and increments where applicable were made

based on proposed changes in approaches or projected efficiency sags while targeting

counties with high unmet need, low ART coveragez see section 3.0 for county prioritization

suchash . AEOOOh . AOT Eh 40O0OEAT Ah AOAS 4EAOQA AT O
direction and interventions to expand ART coverage.
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Figure 2.4.1 PLHIV, Treatment Coverage and Viral Load Monitoring Coverage
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2.5 Stakeholder Engagement

4EEO UAAOG6O #/0 DOT AAOO EAO AAAT OTENOA AT A A¢
the COP 19 development process is still ongoing for Kenya. Following the release of the draft
guidelines for stakeholder feedback in December 2018, theEPFARKenyainteragency team
officially launched the COP 19 process midlanuary. However, due to the security
implications of the terror attacks that took place at the DUSIT hotel in Nairobi in addition

to S/IGAC strategic direction changes, the stakeholder engagementaken various forms and
fora to ensure coordination on strategic, programmatic, technical and policy advocacy
issues with national and shared priorities. $ecifically, the team has met separately with
the top leadership of the MoH including the Cabinet Secretary, Chief Administrative
Secretary CAS and Principal Secretary as well a®Director of Medical Services PDMS),
NACC and NASCOPMeads on key game changrs and data points. The team also met with
the Global Fund leadership, UN Joint Teamand MoH (NACC and NASCOP) technical and
program leaders as part of the COP 19 development proces3hese meetings werein
addition to meeting with FBO, HIV & the Law, Sl, KP and AGYW Gd-led technical
working groups. The team also expanded @K engagement to include focuseddiscussions
with the Council of Governors (CoG) leadership.

Alongside GOK meetings, the team continues to hold consultative meetings with CSOs as
a consortium and key meetings with FBO and KP communities/networks/leadership. All
stakeholders were part of the five (5) OGAC and KP TDYs hosted by the Kenya team
between January ad June 2019.The PEPFARIinteragency team continues to meet during
the quarterly POART andconduct ad hoc meetings with CSO, Private Sector, UNAIDS and
UNJT, GFand GOK, to disseminate program results and information as well as obtain
input on programs with specific considerations for human rights, gender, people with
disabilities, KP and PLHIV perspectives. All written feedback and Power Point
presentations from key stakeholderswere reviewed and will be incorporated into the final
COP19 plan. In addition to addressing the detailed program issues and priorities raised in
the COP19 SDS as part of the sustained dialogue with all stakeholders, the USG interagency
team will maintain stakeholder engagement throughout the COP1Simplementation
process. The Kenya teamcontinues to engage all keyexternal stakeholders? national and
county government entities, the UNJT, GF, civil society, private sector and professional
bodies? throughout the program cycle.
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In order to support both sustainability and targeted geographic focus towards HIV
epidemic control; PEPFAR will prioritize resources based on current HIV needs and gaps
as well as initiate a selfreliance process for Kenya. Counties were classified intohe
following categories: Evolve, Scale, Reboot and Transition (Figure 1 A B C) Table A.1 and
Table A.2).

Figure 1(A)

COP 2019 County Categorization

Unclassified
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Figure 1(B)

COP 2019 County Categorization
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Evolve countiesinclude twelve counties accounting for 80% of PLHIV in Kenya, and with
a high ART coverage of >78%. Nairobi, Kisumu, Siaya and Migori are in this categoryhese
counties have a large number of PLHIV and high unmet need (>10,000); Kakamega and
Homabay have a larg number of PLHIV and medium unmet need (<10,000 to >3,000);
Bungoma and Mombasa have a large number of PLHIV and low unmet need,000), while
Kericho, Embu, Nyeri and Bomet have a medium number of PLHIV and low unmet need
(<3,000).

Six of the Evolve counties (Nairobi, Kisumu, Siaya, Migori, Homabay andKakamegg with
a high and medium unmet need will be supported to rapidly increase the number of people
on ART by scaling index testing, implementing efficient targeted facility testing, and self
testing for men and young people.In COP19, the counties will initiate a public health
approach to index testing, which will be fully implemented in COP20 combining recency
testing to hotspot mapping and mobilizing teams to identify the cases and engage them to
treatment.

All twelve Evolve counties will initiate a self-reliance process to transition support of HIV
services to theGOK and the counties. Embu, Nyeri and Bometare expected totransition
HIV services to QOK by end of FY20. In COP19, HIV services will be supported by one lega
IP in the county, and in COP20, the lead IP will support mainly TA and right sized HRH,
while transitioning other activities to the G OK. Additionally, in COP19, low volume sites
identifying <10 HIV positive individuals and offering ART to <20 patients wil be
transitioned to GoK; and in COP20 PEPFAR will focus support todrge volume high
yielding sites through HRH right -sizing. PEPFARsupported direct service delivery HRH
levels will remain constant overall but may be reallocated based on where the needs
greatest. PEPFAR expects to reduce its investments in PM and other abowite HRH across
the country in COP19 HRH support will be rationalized and right sized to meet the site
level workforce needs.

Scale countieslInclude sixteen counties with medium ART coverage, ranging fron>50%to
<78%. These includeNyandarua, Nyamira, Makueni, Meru, Baringo, ElgeyoMarakwet,
Laikipia, Tharaka Nithi, Nandi, Vihiga, Kirinyaga, Muranga, Kitui, Uasin Gishu, Busia, and
Machakos These courties will be supported to scale up index testing, targeted testing and
ART, in order to achieve >80% ART coverage. Case identification will be done mainly
through index testing, efficient targeted facility testing and self-testing for men and young
people.

29| Page

Unclassified



Similar to the Evolve countiesHIV services in the Scale counties will be supported by one
lead IP in the county, while low volume sites identifying <10 HIV positive individuals and
offering ART to <20 patients will be transitioned to GOK. In order to achieve rapid ART
scale up, partners working in these counties will be expected to meet their targets, and
those not doing so, will be placed on acorrective action plan that will include HRH re -
alignment. HRH rationalization and right sizin g will be done to meet the workforce needs
for these sites.

Reboot counties include twelve counties with low ART coverage of <50%These include
Nakuru, Kilifi, Kisii, Kiambu, Trans-Nzoia, Turkana, Kajiado, Narok, Kwale, Taita Taveta,
Samburu, and WestPokot. Five counties (Trans Noia, Turkana, Kajiado, Narok and Kwale)
also have a high unmet need of >10,000, while two counties (Taita Taveta and West Pokot)
have a medium unmet need (<10,000 to >3,000 unmet need). Rapid ART scale up will be
supported in these counties to increase ART coverage, with case finding mainly done
through index testing and efficient reduced facility testing.

Since these counties continue to have low ART coverage, neperforming partners will be
replaced, to ensure thecounties are supported by high performing partners, who will work
with them to rapidly increase the ART coverage. Additionally, a selfeliance sustainability
process will be initiated, with the aim of commencing transition of HIV services to GOK
and the counties.

Transition counties: These are 7 countiesWaijir, Isiolo, Garissa, Lamu, Tana River
Mandera, Marsabit with low unmet need of <3,000. Exceptor Wajir is the only county in
this group with a high ART coverage The other six counties have a low RT coverage of
<50%. These counties were transitioned to @K in FY18. h FY19, thg had one lead IP
and other specialized technical assistance partners, mainly supporting large volume sites
and providing support as part of acentral support package. In COP19, these counties will
be fully supported by GOK, and will not receive direct PEPFAR spport, except for
commodities that will be supported through the centralized national supply chain system
for one last year.
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Figure 1 (c): Kenya County Prioritization of Evolve, Scale, Reboot and Transition
Counties
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Population Prioritization  : Both prevention interventions and rapid ART acceleration will

AA OAEI T OAA O1 AAAE Al O1 QU0 ADPEAAIETITT CEA DC
coverage and unmet need. Most counties will continue to focus on case identification

strategies for men and yaing people, in addition to specific populations with low coverage

and high unmet need.

Index testing, which has been shown to have good yield for all populations, including men,
and efficient targeted facility testing will be employed, in addition to self-testing mainly for
men and young people. Kenya is developing a guidance document for index testing
expected in June 2019 thaénsures consent procedures and confidentiality are protected
and intimate partner violence (IPV) monitored through a screening process. We do not
test people with risk of IPV. Linkage and retention will be enhanced for all populations,
with heightened support for men and young women who have been shown to have lower
retention. All populations, including childr en, adolescents and women will be supported
to use optimal ARV regimens. Age/sex and other special population categories (e.g.
nomadic groups, migrant workers, and cross-border populations) will receive tailored
differentiated care models to enhance retenton and achieve life-long friendly services.

VMMC Prioritizaton d, 4EA Al O1T OOUBO 6--# DOI COAI EAO AA
mainly in five high HIV burden, culturally non -circumcising counties in the western region.

VMMC has also been implemented in pats of some culturally circumcising counties in Rift

Valley and Nairobi to meet the needs of migrant non-circumcising populations. All VMMC

priority counties except Turkana have achieved 80% MC coverage in the 129 year age

band. Uptake of VMMC by males almve 25 years remains suboptimal across all counties

while boys 1014yrs continue to predominate among VMMC clients because of their high

intrinsic demand for services.

In COP19, VMMC will continue to be supported in Homa Bay, Kisumu, Siaya, Migori,
Nairobi, Nakuru, Busia, Turkana, Nandi and Kericho. VMMC service provision in West
Pokot will be fully transferred to GOK as part of the broader transition plan.

In an attempt to ensure saturation of VMMC for older age bands by the end of FY20, COP19
VMMC targets are more ambitious for some age bands and counties than others. More
granular target setting will be necessary to achieve the desired age pivots as overall
saturation is attained across all counties. Therefore a population based MC coverage survey
is underway in the top VMMC priority counties to generate granular MC prevalence data
for finer target setting beyond COP19.
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DREAMS: In COP19, the DREAMS program will provide selected age appropriate primary
interventions to all enrolled AGYW aged 924 years old. Based on need and vulnerability
circumstances, some of the AGYW will receive secondary interventions, including
education subsidy and combined sociceconomic approaches to reduce on their risk of
exposure to violence and HIV infection. The program will target 252,000 AGYW in seven
DREAMS SNUs: sixEvolve Counties (Homabay, Siaya, Kisumu, Migori, Nairobi and
Mombasa) andone Sale up County (Kiambu). PEPFAR Kenya is already reaching a high
proportion of the 9-14 year olds AGYW. The program will continue to strengthen HIV and
violence prevention in girls aged 314 through age appropriatebehavioral interventions
that incorporate modules on sexual consent to prevent any form of coercive/forced/non
consensual sex and preventing early sexual debut. Layering, or the provision of multiple
evidence-based services will continue to form the DREAMS core packager each DREAMS
beneficiary. DREAMS will increase coverage bgnsuring completion of primary package of
services and graduatingolder AGYW that are fully layered while enrolling new AGYW for

OOOOAET AA ADPEAAI EA Ai1 6011 ET OEA $2%! -3 3.5

Qu

OVC: Kenya vievs OVC as a priority populaion. In COP19, the program will target 629,819
children and adolescents 017 yeatolds with an increased proportion a 50 percent increased
proportion focus on primary prevention of HIV and sexual violence among boys and girls
aged 914 years. Priority tar@t population will be OVC infected and affected by HIV/AIDS
aligned with the burden and unmet need. A target of 561,025 (89%), will be in 20 high
burden counties classified asEvolve and Scale up Counties. ldentifying, supporting and
retaining HIV+ childre n and adolescents, HIV exposed infants, children living with HIV
infected caregivers and most at risk adolescent girls will continue to be prioritized as new
entrants to the OVC program in the prioritized counties as OVC transition from 13 low
burden counties.
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Table 3.1 Current Status of ART Saturation

Table 3.1 Current Status of ART Saturation

Total PLHIV/% of all # Current on ART | # of SNU COP18 # of SNU
Prioritization Area PLHIV for COP19 (FY18) (FY19) COP19 (FY20)
Evolve 976,848 (62%) 716,995 - 16
Scale 241,412 (15%) 173,554 - 12
Reboot 352,065 (22%) 182,659 - 12
Central
Support/Transition 17,548 (1%) 7,555 7 7

n810 01 COAi | AOEOEOEAO &£ 5 DbEARA
, I AAOEI I O Al A 0l BOI AOEI I O

4.1 Finding the missing, getting them on treatment, and retaining them

During COP19, PEPFAR will support HIV case finding across Evolved, Scale and Reboot
SNUs. The strategies will be aligned to county HIV epidemic profiles and targeted to
identify the missing populations towards closing gaps in the 4 95. Focus will be efficient
and effective case identification strategies including scaling up with fidelity Index case
testing and targeted risk based testing at health facilities. Alsorecency testingwill be rolled

out to inform targeted responsefor both case identification and HIV prevention services.

In addition, real time monitoring through electronic data collection for HTS services (e
HTS) will be rolled out. To improve sustainability, a public health approach to disease
surveillance and outbreak investigation will be integrated into HIV case findings. At its
core will be increased engagement and collaboration with MoH, both at national and SNU
levelsto enhancegovernment-led case finding, monitoring and response.

Specific activities for case finding within the 3 categories of SNUsare described below:

34| Page

Unclassified



Evolve - Counties

Scale Counties

Reboot Counties

Adult Men

Adult Men

Adult Men

= =

HIV active case surveillance using
Public Health approach.

Scale up Index casetesting as the
primary testing modality.

Social Network Testing.

Symptom based testing (DTC)
including testing of patients with
symptoms of STl and TB aiming to
reduce testingvolumes. HIVST through
utilization of community based
distribution channels and FBO
initiatives to reach young men in
communities.

Recency testing and hot spot mapping
to guide targeted case finding efforts.
Scale up eHTS to improve data quality,
reportin g, utilization

= =4

Appropriate messagingand demand
creation for uptake of HTS among
men.

Aggressively scaleto fidelity Index
Case testing with IPV integrated
Social Network Testing.

HIVST through utilization of
community based distribution
channels and FBO initiatives to
reach young men in communities.
Implementation of  Stringent
integrated HTS eligibility/TB
screening and age and risk driven
testing for all eligible persons.
Immediate linkage of >95% of all
New Positives though interventions
like linkage officers, tracking
registers, locator forms, call back
systems and retrospective tracking
of unlinked clients as well as peer
escort systems.

Scale up eHTS to improve data
utilization and reporting systems.

Recency testing and hot spot
mapping to guide targeted case
finding efforts.

Appropriate messaging for demand
creation for uptake of HIV testing
Services.

Implementation  of  stringent
integrated  HTS  eligibility/TB
screening and age and risk driven
testing to reduce testing volumes.
Retraining of HCW and
Aggressively scaling to fidelity
Index Case Testing

Immediate linkage of >95% of all
New Positives.

Testing of ALL women with
unknown status at 1st ANC visit &
subsequent visits for those opting
out at 1st ANC visit.

HIVST through utilization of
community based distribution
channels and FBO initiatives to
reach young men in communities.
Scale up eHTS to improve data
utilization and reporting systems.
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Adult Women Adult Women Adult Women
1 HIV active case surveillance using 1 Appropriate messaging and demand Recency testing and hot spot
Public Health approach. creation for uptake of HTS among mapping to guide targeted case
1 Scale up Index casetesting as the men. finding efforts.
primary testing modality. 1 Aggressively scaldo fidelity Index Implementation  of  stringent
1 Social Network Testing. 9 Case testing with IPV integrated integrated HTS  eligibility/TB
1 Symptom based testing (DTC) 1 Social Network Testing. screenng and age and risk driven
including testing of patients with 1 HIVST for women opting out on testing to reduce testing volumes
symptoms of STl and TB aiming to conventional HTS. Retraining of HCW and
reduce testingvolumes. 1 Implementation of Stringent aggressively scaling to fidelity
 HIVST for women opting out on integrated  HTS  eligibility/TB Index Case Testing.
conventional HTS. screening and age and risk driven Immediate linkage of >95% of all
1 Recency testing and hot spot mapping testing for all eligible persons. New Positives.
to guide targeted case finding efforts 1 Immediate linkage of >95% of all Testing of ALL women with
1 Scale up eHTS to improve data quality, New Positives though interventions unknown status at 1st ANC visit &
reporting, utilization like linkage officers, tracking subsequent vsits for those opting
1 Testing of ALL women with unknown registers, locator forms, call back out at 1st ANC visit.
status at & ANC visit, subsequent visits systems and retrospective tracking HIVST for women opting out on
for those opting out at 1st ANC visit of unlinked clients as well as peer conventional HTS.
1 Maternal retesting in PMTCT context. escort systems. Maternal retesting in PMTCT
1 Scale up eHTS to improve data context.
utilization and reporting systems.
I Testing of ALL women with
unknown status at k ANC visit &
subsequent visits for those opting
out at It ANC visit.
1 Maternal retesting in PMTCT
context.
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Adolescents and children

Adolescents and children

Adolescents and children

HIV active case surveillance using
Public Health approach.

Scale up Index casetesting as the
primary testing modality.

Social Network Testing within social
networks for adolescents.

Symptom based testing (DTC)
including testing of patients with
symptoms of STI and TB Assisted
HIVST for adolescents opting out on
conventional HTS.

Recency testing and hot spot mapping
to guide targeted case finding efforts
Scale up eHTS to improve data
utilization and reporting systems.
Immediate linkage of >95% of allNew
Positives though interventions like
linkage officers, tracking registers,
locator forms, call back systems and
retrospective tracking of unlinked
clients as well as peer escort systems.

Early infant diagnosis.

= =

Appropriate messaging and demand
creation for uptake of HTS among
men.

Aggressively scaleto fidelity Index
Case testing with IPV integrated
Social Network Testing.

Assisted HIVST for adolescentg
opting out on conventional HTS.
Implementation of  Stringent
integrated HTS  eligibility/TB
screening and age and risk driven
testing for all eligible persons.
Immediate linkage of >95% of all
New Positives though interventions
like linkage officers, tracking
registers, locator forms, call back
systems and retrospective tracking
of unlinked clients as well as peer
escort systems.

Scale up eHTS to improve data
utilization and reporting systems.

Early infant diagnosis.

Recency testing and hot spot
mapping to guide targeted case
finding efforts.

Appropriate messaging for demand
creation for uptake of HIV testing
Services.

Implementation  of  stringent
integrated HTS  eligibility/TB
screening and age and risk driven
testing to reduce testing volumes.
Retraining of HCW and
Aggressively scaling to fidelity
Index Case Testing

Immediate linkage of >95% of all
New Positives.

Assisted HIVST for adolescents
opting out on conventional HTS.
Early infant diagnosis.
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Adult Treatment

Kenyahas made substantial progresswith increasing the number of adults living with HIV

on ART in the past 16 years. By the end of FY18, 1,084,100 (69%)t of the estimated 1.6
million PLHIV (Kenya HIV estimates, 2019)were on ART, representing a 4% (42,774)
increase from APR18 (1,041,326)he geographic prioritization of COP19 will be in 4 county
categories determined by the current ART coverage thus 12 evolve counties (ART coverage is
>78%), 16 scale up counties (ART coverage >50% but <78%), 12 reboot counties (low ART
coverage <50%) and 7 transition coaties (overall unmet need <3000). The evolve counties
account for 80% of the PLHIV in the country. In FY20,PEPFARaims to increase the total
number of children and adults on ART to 1,329,340 while newly initiating 143,149 patients
on ART. However the expected net new on treatment from projections of FY 19 to
COP 19 will be > 140,000.

To attain epidemic control, PEPFARKenya aims to achieve Py IART coveragein the
twelve (12) evolve countiesand P B in fll scaleup to saturation counties as well as the

7 reboot counties by end of FY20PEPFAR Kenya treatment and HTS programs will work
together to ensure all clients testing positive are linked to treatment with immediate
initiation of life long ART (2016 ART guidelines)All clients testing positive should be
supported through treatment literacy and psychosocial support, including linkage to existing
PLHIV support groups and posttest clubs to make sound decision and to initiate life-long
treatment with sessions that extend beyond the first Pre-treatment preparation sessions to
include adherence counseling and follow up through first year of ART use. Partnerships will
be fostered with PLHIV networks to rollout Treatment Literacy focusing on the health
AAT AEEOO 1 £ OAAOI Udng ddhetncd® Dhis fs Bdcalise tajdkify of PLHE £A
who have disengaged from care or are LTFU have been clients new on ART. Case
management will be done to all new clientsto ensure all New on ART are retained. Physical
escorts for all newly identified clients to ensure immediate linkage to care and treatment will
continue to be emphasized.In addition lessons learn for the regular granular analysis of the
reasons for Lost b Follow Up will help the program predict those who are likely to be
disengaged from treatment. In addition lessons learn for the regular granular analysis of
the reasons for Lost to Follow Up will help the program predict those who are likely to be
disengaged from treatment.

Following the successful launch and implementation of the 2016 and the 2018 ART
COEAAI ET AOR OAAI i1 AT AET C OEAOG All o0, ()6 AA Al
been to retain all patients in HIV medical care and foster adherenceo ART for optimal

and durable viral suppression. The 2018 ART guideline put more emphasis on the need for
treatment preparation and adherence for those newly initiated on ART. One of the
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strategies to retain patients will be adequate treatment preparation for the new ART
patients and to expand patient centered care and differentiated care modelsThe program
will strengthen differentiated service delivery models that respond to the needs of the
clients to address attrition by taking care of special subpopilations like older working men,
school going children and young adults with flexible clinic operating hours. Community
ART groups will take HIV services closer to the clients ensuring their life goes on as
uninterrupted as possible. PEPFAR Kenya programsi already doing multi month
prescriptions and dispensing and will continue working with the ministry of Health to have

a policy allowing up to six months dispensing of ART.As of APR18, about 60% of eligible
patients had elected a form of differentiated sevice delivery. Kenya expects to increase
this to 70% and 90% in FY19 and FY20, respectively. In addition, patient centered models
will be expanded to other populations, such as children and adolescents, with a focus on
500 high volume sites in 27 high buden counties in FY19. As part of retaining men in
treatment, Kenya plans to enhance peer support through male support groups led by
expert patients, especially for those newly enrolled as well as those who are experienced
on treatment, and establishment of male friendly corners in health facilities, a model that
has demonstrated good results in Lesotho. In addition, Kenya will strengthen the peer
mentor model, building on the success demonstrated by flexible clinic hours for men and
leverage clinical decison support technology to track defaulters and those lost to follow-
up, especially in high burden counties.

As of end of FY 19, Kenya had already put more than 300,000 PLHIV on Dolutegravir (DTG)
as per the 2018 ART guidelines. In both FY19 and FY20 therian program will scale up
use of DTG as per the WHO guidelines in combination with other appropriate treatment
options. While the guidelines previously limited the use of DTG on women of child bearing
age, Kenya still has more than 43% of the total popudtion of those already transited to DTG
as women. Policy change on the use of DTG in children less than 14 years and below 30kgs
has now began with the Ministry of Health. This will ensure that the Kenya leaps the
current viral load suppression from 90% to 95% in COP19. Special focus will be given to
children, adolescent, young people. Viremia clinics will be strengthened to focus care of
those considered to have had virological failure. In COP19, Kenya will combine different
strategies with a CQI approachto ensure all patients have durable viral suppression.

Evolve counties The 12 counties in this category collectively have the highest burden of
HIV in the country accounting for 80% of the PLHIV and have a high treatment coverage
(>78%). The program will work with the national as well as specific county governments to
identify and link to treatment the remaining HIV positive individuals while at the same
time sustaining high viral suppression to prevent continuing transmission in the
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community. This will be achieved through use of high efficacious molecules (DTG) in all
patient populations and case management for those who are struggling with viral
suppression to identify and deal with their adherence barriers. Retention for both the new
and older cohorts will be strengthened by ensuring robust treatment preparation, case
management as appropriate, use of mobile technologies as well as physical defaulter
tracking by the patient peers. PEPFAR will continue tomonitor implementation of these
strategies through monthly and quarterly reviews, SIMS assessments, performance
tracking and monitoring visits as well as data triangulation to improve overall
performance and achievement of COP19 targets. Retention will be tracked by timing of
ART initiation, age-band and gender at site, county and implementing mechanism level
in order to identify areas for program improvement with a special focus of urban
metropolitan areas

Scale up counties The 16 counties in this category have low ART coverage (50 % to < 78%)
and this will be a key focus of the program. The treatment team will work closely with the
HTS team to ensure all identified are linked to treatment. Appropriate HRH will be
provided at both sites to ensure improved treatment coverage to 80% in COP19. All
strategies for viral suppression as well as retention will be utilized as outlined above in the
evolve counties. Majority of sites in these counties are part of the SURGE strategy that
PEPAFR Keng is already implementing and will benefit from close monitoring and site
level mentorship by PEPFAR technical staff.

Reboot counties: These 12 counties have very low treatment coverage and efforts will be
put to push their coverage to 80% within the COP®. HRH assessment and review of
implementing partners will be done to ensure these counties are adequately supported to
deliver on their target. Very close monitoring of these counties will be done with
performance improvement plans given as appropriate. fiese counties will also benefit
from the SURGE strategy. Viral suppression as well as retention will be addressed by the
strategies outlines above.

Transition counties: The 7 counties have been transitioned to the government of Kenya
but PEPFAR will coninue supporting their commodity needs through the central supply
chain. They will also benefit from technical support at national level.

When scaling up VL monitoring, Kenya performed 1,180,817 VL tests in FY{@mong
the 1,084 ,100PLHIV on ART); the viral suppression was at 86% same period. This has
since improved to 90% as at SAPR FY1® FY18, Kenya strengthened its VL capacity by
hiring additional staff,increasingthe availability of testing equipment within laboratories,
expanding and strengthening VL sample transport and return of results networks, and
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bolstering the NASCOP VL databaseto monitor uptake and suppression. To support
achievement of 95% viral suppressionin FY20, focus will continue towards: enhancing
clinic-basedquality assurance systemsto increase patient accessto VL testing; increasing
the use of the national, web-based laboratory management information system to
streamline samplezresults managementvia remote samplelog-in and printing of results at
the peripheral site level; and expanding clinical mentorship.

Viremia clinic implementation is a proven, patient centered approach to improve viral
suppression for patients with non-suppression. This approach will be strengthened in COP19
wit h emphasis on the quality of care in these clinics. Through this approach, case managers
and clients focus on treatment literacy in sessions during clinic days, intensified adherence
counseling is provided, and regular communication is reinforced via phone calls/SMS
reminders on adherence and appointment days. The current use and planned scale up of
DTG use is expected to increase viral suppression due to its bettesfficacy, higher genetic
barrier to resistance, less side effects and easy administration

Facility and Community -Based Care and Support

Kenya will continue to support: expansion of differentiated care models; adherence and
retention strategies especially for men <30 years of age omdatment, young women and
pregnant and breastfeeding women; pharmacovigilance; human resource strengthening
especially to enhance linkage to treatment; and VL access and suppression through demand
creation and optimized use of VL results for patient managenent. Kenya will also continue
to provide nutrition assessment counseling and support (NACS) provision of cetrimoxazole,
cryptococcal meningitis screening, ART monitoring as per national 2018 ART guidelines and
promote positive health, dignity and prevention (PHDP). In addition, Kenya will prioritize
TB prevention and treatment through optimized TB screening, improved diagnosis using
GeneXpert and TBLAM and IPT among all eligible PLHIV.

PEPFAR Kenya has been implementing differentiated serviceelivery models since 2017,

which has reduced the transaction costs for patient travel to facilities, increased peer

support and community involvement, reduced workload from the health x T OEA 08 O
perspective and has maintained and improved patient outcomes. As part of patient
centered care, treatment literacy will continue to be offered to stable patients in
differentiated models including multi -month prescriptions, fast tracked patient flows and

the option of community ART pick up. PEPFARwiIll work to ensure there is adequate

linkage between the facility and communities for both data capture and referrals. Linkage
registers and facility referral tools will be usedto track and facilitate follow-up as well as
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complementary support to develop monitoring and evaluation instruments including ART
distribution forms, fast-track forms and registers.

In COP19, Kenya will intensify and scale up PHDP interventions and patient literacyo all
PLHIV P15 and their caregivers at all HIV clinical settings and in the community to prevent
onward transmission of HIV as well as to maintain the health of patients. PHDP
interventions will be delivered by health care providers, counselors and peer educators.
Services will include risk reduction, STI screening, FReounseling, adherence and retention
interventions, knowledge of status, partner testing, disclosure counseling as well as
psychosocial support groups for all PLHIV. Adherence and retention in care strategies will
be strengthened. Meaningful involvement of PLHIV (MIPA) to enhance adherence and
retention will be scaled up including peer models such as mentor mehers, adolescent and
adult peer mentors, PHDP and evidence based medication adherence interventions such as
Operational Triple Zero (OTZ) at both facility and community levels. Adolescents and young
people (AYP)P15 years will receive both OTZ and PHDP irerventions.

Children and Adolescents

Case Identification

In COP 19, PEPFAR in collaboration with the MH will implement the heightened partner
monitoring and support or SURGE strategy targeted at increasing the number of CLHIV
identified and linked to care and treatment. Children will be tested as part of the ongoing
PNS if they are contacts of an index adult if the adult is the biologic mother of the child or
if the adult is the biologic father of the child and the biologic mother is deceasedor of
unknown status. Positive children will also be treated as index clients and their child
siblings and biologic parents will be offered a test. The program will institute a violence
screening to unintended violence for these index clients. ConventiondCase identification
among children will use different strategies for sick and well children. For sick children,
PEPFAR will continue to support testing of all children at high-yield entry points including
pediatric inpatient wards, TB units, and malnutrition clinics. Within the outpatient
department, children will be screened for eligibility for HIV testing using an age
appropriate pediatric HIV testing screening tool. Those eligible will be offered an HIV test.
Early identification and linkage to ART for HIV infected infants will be enhanced through
optimized HEI screening, enhanced uptake of EID within 2 months of birth and enhanced
mother-infant pair follow -up through longitudinal cohort tracking. Children and
adolescents who have been victims of sexualiolence will also be offered HIV testing as per
existing GBV protocol.
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PEPFAR Kenya will support identification of HIV infected adolescents through assebased
approaches. We will use operation triple zero (OTZ) model to scale up peer led index
testing, including APNS for the sexually active adolescents. We will support the use of HIV
Self testing to identify adolescents and use peers to distribute the HIV seHest kits and link
the positives back to facilities for confirmation. We shall implement social network testing
in select urban centers to locate adolescents at the highest risk of infection and offer them
HTS. In order to accommodate in-school adolescents, we will support facilities to provide
flexible hours for HTS, including Saturday and schoolholidays for in school youth. We will
collaborate with the PMTCT Program to identify pregnant and breastfeeding adolescents
and link them to OTZ plus that caters for the pregnant adolescent. We will utilize data on
recency testing to map hot spots of transnission and to better target our HIV testing
services. Adolescents on the OVC platform will be screened for risk for HIV using the girl
roster tools and the HIV screening tool. Those eligible for testing will be linked to HTS,
counseled on the importance d partner testing and supported to reach out to their partners
for HTS.

PEPFAR will support demand creation for pediatric HIV testing services through the
development and dissemination of messages targeting parents and caregivers of children.
We will uti lize social media platforms to reach out to the adolescents with messages on
HTS and will use faith-based platforms to promote messages on pediatric and adolescent
HTS.

Treatment Optimization

Currently, viral suppression among children and adolescents isat 80% compared to 89%
for adults with children less than 2 having the lowest rates at 67%. The Kenyan 2018 and
earlier care and treatment guidelines have included Nevirapine or an NNRTI as a preferred
first line drug. Consequently, 60% of children and adlescents are on NNRTlbased
regimens (NVP or EFV). These children have suboptimal virologic control and are at a
higher risk of developing drug resistance. In order to address this, PEPFAR Kenya is
working with the Ministry of Health to revise policy guid elines to ensure they are aligned
to the 2018 WHO recommendations for optimal pediatric recommendations by September
2019. Thisoptimization includes starting all newly enrolled children and adolescents on
LPV/r or Dolutegravir (DTG) -based ARV regimens wih optimized nucleoside reverse
transcriptase inhibitors (NRTI) back bone (ABC/3TC or TDF/3TC).

We are also working with Ministry of Health and Global fund in the forecasting and
guantification for the pediatric ARVs. As a country, we have opted to procue LPV/r pellets.

We will also ensure that we procure more LPV/r 100mg/25mg tablets to ensure that
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children are on appropriate LPV/r formulations. By March 2019, we had adequate stocks of
LPV/r pellets and are currently in the process of transitioning eligble children from LPV/r
oral solution to the pellets. We have developed a transition plan aligned with school
holiday months of December 19 and April 20 with complete phase out of Nevirapine by
December 2019. County MH teams and IPs will be mentoring stes to implement a
systematic process to identify and transition all children as quickly as possible once
sufficient commodities have been secured.

Improving Treatment Outcomes for Children

PEPFAR Kenya will support efforts to improveretention through adoption of appropriate
family centered differentiated models of care for children. Both stable and unstable child
caregiver pairs will be enrolled in PAMA care. Stable pairs will benefit from multtmonth
refills, fast-track refills at th e facility, as well as community refills together with their family
members at community ART distribution points. Unstable pairs will received frequent
follow up; family centered psychosocial support, home visits, linkage to OVC and directly
observed themapy where applicable.

For adolescents and young people living with HIV (AYPLHIV), PEPFAR will scale up OTZ

Of OAAAE vyir 1T &£ A1l AT oi11 AA ET AAOA8 30AAI A |
month scripting differentiated service delivery in OTZ stable clinics (OTZ-S) to improve

retention in this population. On the other hand, OTZ with viraemia will be enrolled into

OTZ- viraemic clinics (OTZ-V) to access intensified treatment support and promote re

suppression and prompt switch of regimen. Structued OTZ club meetings will be held

during clinic visits and school holidays to provide treatment literacy, adolescent

participation and adherence counseling in line with OTZ training modules. OTZ

champions will also work with facility staff to promote appo intment keeping, adherence

and connectedness.

PEPFAR will support roll out of the treatment initiation and retention package through
heightened partner monitoring and support strategy or SURGE. Through this initiative,
there will be intensive monitoring of early retention for children and adolescents including
the use of a custom second visit indicator. Activities to improve retention, including
mentorship for supported disclosure; alignment of appointments to school holidays; peer
support groups; a dedi@ated space or day for adolescentocused care; an adolescent focal
person at each facility; and linkages/referrals to community services and programs
including social support will continue.
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For children, the program will work with OVC program and caregivers to empower
households to provide basic needs for children on treatment including transport to the
facility for drug refills. The program will work through community based organizations and
community health volunteers using case management and home viss to identify
challenges at household level and support them with addressing barrierso adherence

At facility level, PEPFAR will support implementation of pediatric and adolescent service
packages to enhance adherence and retention, mentorships for VL switch teams to
promptly identify and switch failing children and adolescents, and quality improvement
interventions to improve the VL cascade. We will support sites to use the OTZ model to
provide peerled psychosocial support, including adherence counseling and support,
disclosure and stigma reduction for the adolescents. PEPFAR will continue to prioritze
non-suppressed children and adolescents for enrollment into OVC programsTo close the
treatment gap among children, PEPFAR will adopt a pediatric case management strategy
that will improve bilateral referrals between facilities and PEPFAR OVC programs,
increasing the percentage of CLHIV receiving these crucial wragaround services,
improving overall retention, and viral suppression for this age group.

Youth Friendly Services

PEPFAR will support implementation and expansion of adolescent and youth fendly
services promoting demand and uptake of testing and treatment services, reproductive
health services and adherence. Health care providers will be mentored on providing youth
friendly care, including ALHIV, SOPs, and procedures will be rolled out to exsure patient-
centered care. Meaningful engagement of young people living with HIV will be realized
through mentorship of adolescent and youth peers to facilitate, identify, engage and retain
patients in care. To improve treatment outcomes, bidirectional referrals with DREAMS
and OVC programs will be enhanced. At community level the OVC platform will be utilized
to access health care with emphasis on exposed children, eligibility screening for HIV
testing, ART adherence, retention in treatment and care andviral suppression for all
CLHIV.

TB-HIV

Tuberculosis is a leading cause of morbidity, \irologic failure and death among PLHIV.
Kenya is a high TB, TBHIV and MDRTB burden country with a prevalence of 558/100,000
and a 50% TB and TB/HIV caseletection rates. Over the past 2 years Kenya has experienced
a 10% annual increase in TB case notification and in 2018, 95,741 of 169,000 WHO estimated
incident TB cases were notified including 25,000 (29%) HIV positive Casesin 2018, 98% of

8 National TB prevalence survey 2016
9 WHO 2018global TB report
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identified TB cases had a known HIV status and 97% of TB/HIV patients were on ART during
TB treatmentia TB and HIV services are integrated in nearly all PEPFAR supported sites and
96% of PLHIV currently in care are screened for TB symptoms. Nationally 180 geneXpé&t
machines have been installed in laboratories spanning each county and a specimen referral
network established to cover all HIV treatment sites countrywide. Majority (85%) of
presumptive TB cases are tested using the Xpert MTB RIF test for TB diagnosisB preventive
therapy (TPT) has been scaled up with over 85% of PLHIV currently on ART having received
a six-month course of isoniazid preventive therapy.

Despite the progress made, low TB case detection and high (10%) TBHIV cafsalities
remain a major concern. In FY 2020, working with the ministry of health PEPFAR will
strengthen integration of TB and HIV service delivery across the case identification, linkage
to care and retention cascade to ensure maximum synergies.

PEPFAR will support integrated TB and HIV case finding including TB screening among

individuals undergoing HIV testing eligibility assessment in outpatient and inpatient
AADPAOOI AT 66h 1 AOGAOT A1 AT A AEEI A EAAI OE Al ET EA
and ensure HIV testing of presumptive TB cases and TB contacts. In HIV clinics high quality

TB symptom screening will be done for patients in facility service delivery model. At the

community level, access to a mobile phone application for TB symptom selscreening and
appointment scheduling among patients in differentiated service delivery models will be

facilitated.

The GeneXpert test will be provided for all PLHIVs presumed to have TB. TB urine lateral
flow lipoarabinomannan assay (TBLAM) test will be availed for severely sickhospitalized

patients and chestX-ray supported. Specimen transportation for GeneXpert® testing will be
supported and Culture and Drug susceptibility testing (DST) services provided for PLHIV
presumed to have drug resistant tuberculosis.

PLHIVs currently on ART and previously not had a 6 month course of IPT will be mopped

up and 90% of those newly enrolling on ART initiated on IPT. Further, PEPFAR will support

policy change to facilitate access to the more patient friendly TPT regimen (3HP) among

PLHIVsin Kiambu County under the IMPACT4TB study. To improve TPT completion rates

from the current 85%, active screening of adverse drug reactions (ADR) will be enhanced in

clinical settings and support provided to rollout an ADR self-screening and reporting mohile

Apbl EAAOGETT O1T AARAO AAOGAT T PI AT O AU OEA -ETEOOOU
Systems used to enhance adherence to ART will be deployed to strengthen adherence to TPT.

10PEPFAR DHIS DATIM APR 2@L
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Timely ART and TB treatment will be provided for all TBHIV patients and follow up

of TB/HIV patients including case management will be enhanced to improve treatment
success and cure rates. TB and HIV adherence assessment and defaulter management will
be integrated to optimize retention and treatment success andmortality audits instituted

to determine populations at risk of death.

4.2 Prevention, specifically detailing programs for priority programming

a) HIV Prevention for AGYW and Children
(with special emphasis on primary prevention of sexual violence and HIV fo r
9-14 yearold boys and girls, including through the Faith and Community
Central Initiative .)

DREAMS

The goal of the DREAMS Kenya Prograns to reduce new HIV infections, reduce violence
and response to violence among adolescent girls and young women (A3N) The program
offers a comprehensive evidencanformed package of biomedical, behavioral and social
protection interventions that address individual, familial, community and structural
AAAOT OO OEAO EI1 Anchickade ofjredyentobs h¢lydés HTSEMHIrkkage
to ART; PrEP promotion and provision; Condom education and provision; contraceptive
method mix; post-violence care; school and communitybased HIV and violence
prevention; social asset building; educational subsidies; parenting/cargiver programs,
combined socio-economic approaches; community mobilization and norms change and
characterization of male sexual partners (MSP) of AGYW ages -I% and linkage to
Condoms, HTS, VMMC and ART.

The program provides selected age appropriate primary interventions to all enrolled girls
and young women and based on need and circumstances, some of the beneficiaries receive
secondary interventions. Enhancing layering of interventions is critical in meding the
multiple needs of vulnerable girls and young women, their families and communities.

In COP 19, the program willtarget 252,000 adolescent girls and young women ages-24
years[FY2019 COP Guidance, page 216, 244,308%3even DREAMS SNUs (HomabaySiaya,
Kisumu, Migori, Nairobi, Kiambu and Mombasa). Through implementation of the
DREAMS Kenya Graduation SOP, we will increase coverage in the same SNUsdge-based
transitioning AGYW that are fully layered e.g. moving AGYW from one age category to th
another (moving 9-14yrs to 18.7yrs for additional package of interventions) or full
transition out of the program either to become a mentor or a DREAMS Ambassadorin
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COP 19, we will phase out cash transfers and phase in vocational training for out o€kool
AGYW which is more sustainable and in line with GOK workforce development policy.
Implementing partners will prioritize training in GOK supported vocational training
institutions. The program will link AGYW graduates to economic strengthening,
microfinance, and internship and employment opportunities.

Primary P revention Among 9-14year-olds

The Kenyan program is already reaching a high proportion of the 914 year olds AGYW
based on the COP 18 guidance. At SAPR 2019, the program had reached over 40,000 AGYW
ages 914. The DREAMS program will continue to strengthen HIV and violence prevention

in girls aged 914 through age appropriate behavioral interventions that incorporate
modules on sexual consent to prevent any form of coercive/forced/nonconsensual sex and
preventing early sexual debut. The primary prevention interventions have incorporatel
skills to support healthy decisions. Communities and families surrounding these
adolescents will be supported through interventions aimed at strengthening their skills and
knowledge to adequately support adolescents. The program will also leverage on OvVand
FBO initiative to reach additional 9-Yn, UAAO TI1 A !'' 97 xEOEET OEA $:

Additionally, the program will strengthen GOK p revention & response to violence (based
on the Violence Against Children Study results) Currently, the program is in the process

of adapting the WHO QA tool and this is expected to be fully rolled out in COP19. The

program will support SGBV medical and forensic evidence collection, storage and
transportation through training of health care workers in DREAMS SNUs to enhance acess

to justice for survivors.

DREAMS Layering: Layering, or the provision of multiple evidence-based services from
the DREAMS core package to each DREAMS beneficiary, has been a core principle of
DREAMS.Full layering means AGYW receiving a full packagef primary interventions and
AAAEOEI T AI OAATT AAOU 10 AiT1 OA@OOAI ET OAOOAI
circumstances.DREAMS will continue with active linkage (linking to actual service at safe
space as initiated by the provider)for bio-medical interventions as opposed to passive
referrals to ensure that full layering takes place. Most of the services required will be offered
at the safe spaces where applicable and tracking of completed referrals will be done to
establish a cascade of prevention serviceeferral. Some of the promising practices to be
adopted in COP19 to increase layering will include: Implementing multiple interventions
with small groups of AGYW at the safe space level; enhancing DREAMS program linkage
to health facilities for strengthened facility -community linkage and cross referral; working
with mentors to create demand for services among AGYW with poor layering and analyzing
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the AGYW_PREV indicator at site level on a regular basis to inform how to direct specific
intervention implement ation and reducing the risk of duplicative service provision.

Progress and Specific Plans for COP19

By SAPR 2019, PEPFAR program in Kenya had cumulatively enrolled a total 390,042
adolescent girls and young women against a target of 252,000 (144%). At SAPR 2019, a total
of 252,999 (84%) have remained active in DREAMS. Majority of the AGYW, 207,236 (82%)
have completed at least one service in the DREAMS package of interventions a®d% of the
time. There is however a significant drop off from one service completion to full layering.
This is because, majority of AGYW who are fully layered with primary interventions have
also received additional secondary intervention(s).

In COP 19, he program has maintained the annual targets at 252,000 AGYW with an age
group ratio of 20:30:28:22 for 914, 1817, 1819 and 2024 years old respectively. The program
pi AT O O AE£AOO OOAAE EI bl Ai AT OAOGEIT T EIT fubDEA
layering among enrolled AGYW. As the program transitions AGYW based on age
progression for additional age appropriate services, AGYW above age 18 who are fully
layered and stable economically will be prioritized for graduation. Of the 252,000 AGYW

to be reached in COP 1920, the distribution of AGYW targets by SNU was informed by the
NACC 2018 HIV prevalence estimates. Percentage coverage by SNU was aligned to the HIV

incidence (Table 1):

Table 1: Percentage DREAMS Coverage by SNU

New
Infection Est. AGYW DREAMS %

Counties (Adult) Population  Targets 252000 Coverage
Homa

Bay 12279 185402 0.2 49025 26.4
Siaya 9869 157286 0.2 40134 25.5
Kisumu 10349 190751 0.2 44366 23.3
Nairobi 3098 311985 0.1 35794 115
Kiambu 4273 259512 0.1 34283 13.2
Mombasa 2426 158118 0.1 20416 12.9
Migori 5093 163491 0.1 27982 17.1

Table 2: FY20 DREAMS Targets by Age Group

Age Group 9-14 1517 1819 20-24
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# of AGYW 50,400 75,600 70,560 55,440

% 20% 30% 28% 22%

In FY19, nine OVC partners weresupported to offer DREAMS interventions to eligible

AGYW. This is expected to continue in FY20. As PEPFAR recruits new beneficiaries aged 9

17 years in DREAMS SNUs, priority will be given to orphans and vulnerable children (OVC)

and the full package of DREAMS will be implemented. These will be in addition to the OVC
OAOCAOO ET OET OA 3. 506 Q7 yedrs oBThd poofrAnOvlill rédvievdtdeO A CA A
Mentor: Mentee ratio to approx. 1:60 from the current disproportionally high ratio varying

from 1:90 © 1:300.

Social Asset Building: PEPFAR is currently promoting innovative ways of enhancing safe
space participation among young women out of school aged 184 years to accommodate
their child -care and economic responsibilities. The program will reduce fequency of safe
space meetings to improve participation and retention. The program will work closely with
the PMTCT program to manage referral of pregnant AGYW below age 24 from ANC clinics
to DREAMS programs and document referrals to inform linkage.

In FY20, PEPFAR will reach 240,408 adolescent girls and boys with school and community
based HIV & violence prevention interventions; 201,600 AGYW with HTS services; initiate
7,510 AGYW ages 13 years on PrEP; provide condom education to 141,120 AGYW a8
24 years; offer post violence care services to 25,2@G YW, support 56,700 young women
to gain vocational skills and access noAPEPFAR supported econmic strengthening
opportunities; reach 28,728 parents and caregivers of AGYW ages-19 with
parenting/caregiver programs; support 49,442 AGYW to remain in school or progress to
secondary schools.

Reaching Male Sexual Partners of AGYW:

The program will continue to safe space discussion as a platform to characterize male
sexual partners of AGYW in smallgeographic areas and to work with other PEPFAR
program to reach MSP with effective biomedical services such as HTS, Condoms, VMMC
and ART and violence prevention.Girls and young women enrolled in DREAMS will be
encouraged to discuss VMMC with sexual partners and to facilitate VMMC referrals for
their partners.

PrEP: DREAMS will continue to scale up PrEP among eligible AGYW1824 years) A total
of 201,600 AGYW ges 1824 will be targeted with PrEP information, education and
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communication. An estimated 7,510 AGYW1824 years)will be newly initiated on PrEpP.
Key priorities will include community sensitization to reduce myths and misconceptions
around PrEP and toincrease demand among eligible AGYW.

Combined Socio -Economic (CSE) Approaches: Achievement in CSE interventions has
been low. The PEPFAR country team has been reviewing the implementation approaches
that partners are using and guiding partners to support market driven vocational training,
linkage with private, national and county government entities to secure employment and
entrepreneurship opportunities for DREAMS beneficiaries. Continuous reviews of the
vocational training strategy will be done and most efficient and sustainable approaches will
be prioritized in COP19.

Collabora tion with Global Fund: PEPFAR, Global Fund recipiengthe Kenya Red Cross,
NACC and DREAMS implementing Partners in Siaya will soon hold discussions on
opportunities for Global Fund to compliment PEPFAR DREAMS activities in Siaya County.
Discussions will be critical to ensure geographic rationalization and minimal duplication
in service delivery.

DREAMS Monitoring Strategy: In COP 2019, we will continue to work with UCSF Global
Program to conduct routine interagency quarterly program review meetings with our
implementing partners and to participate in NACC led AGYW program review forums and
data sharing processes. At USG level, we will continue with monthly monitoring of
achievements for underperforming partners and provide technical assistance to ensure
attainment of country targets.

In summary:

1. Kenya will continue to implement DREAMS in 7 SNUS (Homabay, Siaya, Kisumu,
Migori, Nairobi, Mombasa and Kiambu).

2. The program will reach 252,000 adolescent girls and young women ages?4 years
(refer to FY2019COP Guidance page 216, 244, 30@)th a comprehensive
biomedical, behavioral, social protection and structural interventions.

3. Key priorities include increasing coverage and layering of interventions among
AGYW.

4. Keys shifts fom COP 18 include phasing out ash transfers and phasing in
vocational training with linkage to economic strengthening opportunities;
transitioning of DREAMS.

5. To GOK; and implementing a mentor mentee ratio of 1:60; working closely with
FBO initiative to scale up primary HIV and violence prevention among 914.
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6. PEPFAR will support GOK to strengthen violence prevention and response
including sexual and gender based violence medical and forensimanagement.

b) Key Populations

The COP 19 key populations program focus is optimizing population coverage, account for
full prevention and treatment cascades. In COP 19 PEPFAR together with Global fund
targets to reach 90% of all Key Population suktypes in Kenya with HIV prevention
interventions, identify and link to treatment 95% of the key population living with HIV and
virally suppress 95% of all Key population on treatment.

PEPFAR with technical assistance from OGAC in consultation with Ministry of Health in
Kenya, the Key Populaion community and implementing partners redesigned key
population program focuses on optimizing coverage, improve program quality, close
leakages in prevention and treatment cascades and improve viral suppression of Key
Population on treatment. In COP 19,90% of FSW, MSM and PWID based on the NASCOP
2018 Key Population Size Estimate will be targeted in 17 Counties which also double up as
high HIV prevalence Counties. Transgender Population HIV prevention and treatment will
be initiated in Nairobi, Mombasa and Kisumu Counties where significant TG population
has been mapped. The Kenya Program will scale up the peer outreach model at KP hot
spots and integrated public health facility approach to ensure program sustainability with
phased retention of safe spaceservices provision in major cities. Sexual network testing
strategies will be employed to enhance hotspot based outreach services, with a specific
focus on reaching new and younger MSM, FSWs. PWID and TG. Strategies to improve
service uptake includes recuitment of new peer leaders alongside promotion of long
serving peer leaders into outreach workers and HIV prevention officers, health worker
training to offer KP friendly services, increased targeted outreaches and use of social media.
The program will coordinate with KP community and offer health care worker sensitization

at KP select referral public health facility to provide friendly and dignified integrated KP
services. Roll out of differentiated care models for KP will be supported per national
guidelines.

The core package of services will include: condom and lubricant promotion,
demonstration, distribution and promotion; targeted HTS; linkage and timely initiation on

ART for those testing positive; TB screening and treatment; provision of PrEP and EP for
all eligible KP; screening and treatment for sexually transmitted infections (STI); peer
education and outreach; risk reduction behavioral interventions; violence prevention and
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post violence care; alcohol and substance abuse counseling; PHDP; andrigtural
interventions that foster an enabling environment to access health services.

Innovative strategies to improve reach and HTS yield among KP will include social network
services (SNS), assisted partner notification, enhanced peer outreach approaand HIV
oral self-testing targeting both KP and their sexual partners. Since KPs and their sex
partners are at ongoing risk for HIV acquisition, the program will emphasize on scale up of
screening and enrollment on PrEP as per the national guidelines. Iitollaboration with the
KP TWG and the Consortium, a review of the monthly partner reporting will be done to
monitor performance and enhance tracking of both KP prevention and treatment cascades
with a view to improving reach, HTS, ART and viral load (VL)testing coverage. The regular
reporting and cascade analysis will facilitate timely opportunities to improve on cascade
leaks. Linkage, adherence, patient literacy and other PHDP interventions will continue to
be provided to KPs, particularly through meaningful involvement of KPs living with HIV.
PWID MAT services will be scaled up by adopting a mobile outreach model to increase
access to highrisk injecting users unable to access the established static sites. A human
rights-based approach will be adopted © ensure that all strategies address stigma and
discrimination.

To increase service uptake, more KP led organizations will be strengthened and funded to
expand community led KP service provision. KP led stand alone and integrated drop in
centers (DICE)augmented will be supported, particularly to include provision of ART at all
eligible DICES to increase access to comprehensive services under one roof. Differentiated
care particularly multi -month prescriptions that enhances adherence and retention willbe
strengthened

An important addition to the KP program will be inclusion of Prisons to ensure that persons
under incarceration receive optimal, comprehensive HIV prevention and care services.

In COP 2019, PEPFAR targets to read7,59FSWs,7,072MSMs, 550 PWIDs with MAT
and 1,578TG Population with HIV prevention and treatment services in a total of 26 HIV
high and medium burden counties. The Kenya KP PEPFAR program will alignrKPIF
investment to the COP19 geographic and strategic acceleration of caseentification,
treatment optimization and high impact prevention interventions .

c) VMMC
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Kenya has a high national prevalence of male circumcision (MC) of about 92% because

iT00 T £ EOO na AT 01 OEAO AOA AOI (fogradm hasbeeA E OA O |
implemented since 2008 mainly in five high HIV burden, culturally non -circumcising

counties in the western region (Homabay, Kisumu, Siaya, Migori and Tukana).

Additionally , VMMC has also been implemented in parts of some culturally circuntising

counties (Busia, Kericho, Nandi, Nakuru, and Nairobi) to meet the needs of migrant and

other resident non-AEOAOI AEOET ¢ OOA DI bOI ACETT108 4EA 1C¢C
regional VMMC program is a phased approach which prioritized circumcision of older

males (15+yrs) for immediate HIV prevention impact phase | 20082014) followed bya

transition in 2014 to expand the target age bands to include young adolescents (l@yrs)

after achieving high MC coverage among older males 189yrs. Currently, all top VMMC

priority counties except Turkana have achieved 80% MC coverage in the 42D year age

band although overall uptake of VMMC by males above 25 years remains suboptimal across

all counties. Since 2014, boys 1D4yrs have constituted the bulk of \MMC clients served

annually because of their high intrinsic demand for services. Consequently, Kenya has

adopted a mixed approach which takes advantage of the inherent high demand among

young adolescents 144yrs whileintensifying demand creation among older males above

25+yr with suboptimal coverage (<80%) to achieve the desired age pivot for VMMC.

Concurrently, services foralready saturatedage bands (124yrs) will be deemphasized.
Based on emerging evidence that the HIV prevention benefits of early infant male
circumcision (EIMC) is delayed more than previously projected, further roll out of EIMC
will be suspended until the desired age pivas for older males are achieved. Therefore, there
are no EIMC targets in COP19 but limited service provision will continues at already
established for sustained learning and to build on previous investments to avoid new
startup costs when it becomes neceswy to roll out EIMC in for ultimate long term
sustainability.

Thus the overall COP19 VMMC is capped at 200,000 down from 300,000 in COP18 and
priori tizes only two age bands (144 and 129yrs). Targetsare more ambitious for some
age bands and countieghan others because of a deliberate attempt to ensure saturation of
older age bands by the end of FY20. More granular target setting will be necessary to
achieve the desired age pivots as overall saturation is attained across all counties. Therefore
a population based MC coverage survey is underway in the top VMMC priority counties to
generate granular MC prevalence data for finer target setting beyond COP1Recent policy
changes that will enhance implementation of COP19 VMMC activities include complete
transition to dorsal slit as the preferred method of circumcision in the program, a shift from
routine to targeting testing for boys 10-14 years, full implementation of tetanus mitigation
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policy through vaccination and clean wound care; plus implementation of safe surgery
checklist in VMMC and policy for integration of VMMC into routine health services. Key
areas of emphasis ifCOP19 include:

1 Limiting HTS for 10- 14 yrsto those at elevated HIV risk andcontinued reliance on
re-usable instruments for efficiency;

1 Implementation client centred demand creation coupled with devicebased
circumcision to increase service uptake by older males (25+yrs)

9 Suspending roll out of EIMC but maintain limited service provision to address
demand for services at sitealready established (No targets or investment in
demand creation for EIMC);

1 Deemphasizing Mobile VMMC in saturated countieszshifting to sustainable static
models of service delivery

1 Phased integrating VMMC services within routine health care servicesand

9 Transfer full responsibility for VMMC service provision in West Pokot to GOK in
COP 19 as part of the broader transition plan

4.4 Commodities

Kenya continues to have a robust andvell-integrated supply chain management system for
HIV commodities. Over the years, Kenya has not experienced significant national stock
outs of the major HIV commodities. However, with declining donor funding for HIV
commodities and resultant funding gaps, commodity security is at risk both in the short
and long term. Urgent and enhanced efforts are required to mobilize additional resources
including increasing GoK funding commitments for procurement of these commodities.
Projections of FY 20 commodity requirements against available funding show a funding
gap of abait 15% in the commodity budgets dependent on targets achievementAs
initiatives for additional resources are intensified, there is also need to maximize utilzation
of GoK and Global Fund resources within planned timelines to improve predictability of
their contribution to complement decreasing PEPFAR funds.

Some key commoditie® RTKs, EID&VL reagents, PrEP drugs as welhs adult co
trimoxazole will not be fully funded in FY 20 andwith the apparent funding gaps, the
country risks running down commodity buffer stocks (both at central and facility levels)
therefore reducing resilience of the supply chain and increasing risks of stoclouts in case
of disruptions in the supply side and/or changes in the demand and usage patternsTo
mitigate associated risks, a health systems approach of establishing/strengthening national
and county sustainability structures - supply chain units, will be supported to sustainably
steward the supply chain system towards resiliency in a reduced funding landscape.

55| Page

Unclassified



Kenya has a well-functioning ARV distribution system made up of ordering, central and
satellite facilities. To enhance efficiencies in the distribution system andreduce the overall
turn -around times for orders, many of the satellite facilities are being upgraded to ordering

or central sites ensuring that delays previously experienced over the last mile (between
central sites and satellites) are reduced or eliminatd The number of ordering sites has
increased from 465 in October 2018 to 539 by June 2019. Moreover, KEMSA is piloting direct
distribution to satellites in selected areas with planned scaleup to other regions in the
course of the year.

In FY 19, thecountry successfully moved reporting of ARVs and related HIV commodities
to the DHIS 2 platform with reporting rates of over 90% achieved by June 2019. This has
enabled greater commodity data visibility and access enabling better tracking and
utilization o f this information for decision -making. As a spin-off, the country has developed
an ART dashboard and website linked to the DHIS 2 where various analytics can be
undertaken and visualized. The dashboard incorporates modules that allow for pipeline
monitori ng as well as order management and is linked to the KEMSA enterprise resource
planning (ERP) system to enable seamless exchange of information. However, data quality
is still a challenge and needs to be addressed to improve the overall quality of informabn
derived from these platforms

Adult ART optimization process is on course, with patients being transitioned to optimized
regimens as recommended in the revised ART guidelines released in August 2018. The
transition process has been monitored closely esuring that no stock-outs of the new
regimens (mainly TLD and TLE 400) are experienced. The country is on course to meet
the target of 400,000 patients on TLD by June 2018. This number is expected to rise further
with the planned guideline revision to allow greater access to DTGcontaining regimens
for adolescent girls and young women. The country is on course in phasing out most of the
legacy medicines specifically LZN fixed dose combinations, nevirapine and efavirenz.
However, some wastage of both aduland Paediatric LZN formulations is expected and will
require consensus by PEPFAR, GF and GoK on how to handle any unused quantities. The
country has fully transitioned from TLE 600 to TLE 400 with no wastage of the former
regimen. Similarly, no wastage & TLD is anticipated despite initial delays and slow
transition as well as the safety advisory in May 2018 which limited use of DTG in women.
The country is also on course to introduce multi-month packs (90 count and 180 counj for
the key first line adult regimens, TLE and TLD to support multi-month scripting for stable
patients. KEMSA is working with manufacturers and the regulatory authority (The
Pharmacy and Poisons Board) to ensure that the MMP are registered and retained on the
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list of registered medicines hence permitted for procurement and use in thecountry aswell
as leading stakeholder engagement for consensuiguilding and inclusion of these packs in
the quantification processes.

Paediatric ARV treatment optimization is a key priority in FY 20. This will require a policy
change that will align guidelines to WHO recommended ARV regimens and formulations
for children. Key elements of the optimization are consolidation of paediatric regimens,
greater use of Pibased regimens (Lopinavir/ritonavir) as well as Dolutegravir in first line
regimens of eligible children and the phaseout of NNRTI-based (especially nevirapine
based) regimens. The initial procurement of appropriate formulations such
Lopinavir/Ritonavir 40/10mg pellets have been done and ommodities distributed to
facilities with good uptake. The phase out of nevirapinebased formulations is underway
with no new procurements planned. Optimized paediatric formulations will be prioritized

ET OEA Al O1 OOUGO &9 ai bHOT AOOAT AT O bI Al 08

Adequate supply of VL testing commodities including VL and EID reagentsis key to
achieving the third Oy i{ REBFARaims to support VL and EID commodities while
enhancing the Mo( & @pacity for national coordination of distribution and reporting
within lab networks. Rational use of VL and EID supplies will be monitored
continuously through DHIS2 and the online NASCOPEID/VL website, where each user
facility directly inputs their data. Through the NASCOPEID/VL website, reagents are
accounted for electronically and PEPFARwill continue to support the websiteto provide
timely and accurateinformation for VL and EID reagents.

PEPFARtogether with NASCOP and the county governmentswill continue to strengthen
the supply chain by building the capacity of commodity security teamsat the national,
county and facility level to effectively oversee systems for improved quantification,
pipeline monitoring and ordering, tracking and reporting of commodities. At the
national level, PEPFARwill continue to support KEMSA and NASCOPto ensure optimal
national forecasting, quantification, pipeline management and timely distribution.
PEPFAR together with NASCOP will continue to strengthen the county-based
distribution model to ensure rational use, reporting and accountability. Counties will
continue to beallocated RTK quantities basedon the geographic prioritization strategy
and be responsible for ensuring proper utilization. In line with the devolution of health
in Kenya, counties have taken a greater role in the supply chain. In FY 19, the ARV order
management function was transferred to counties who are now responsible for analysis of
their commodity data and placing orders for commodities for their facilities as well as
managing all in-county stocks. PEPFARwiIll continue to bolster the capacity of county
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commodity security teamsto effectively overseesupply chain management systemsand
eliminate facility level stock-outs. At the site level, implementing partners with support
from the national supply chain mechanism, Afya Ugaviwill continue to coordinate closely
with health facilities to bolster timely and accuratereporting, receipt and appropriate use
of RTKsand other commodities.

4.5 Collaboration, Integration and Monitoring

HTS and Treatment

PEPFAR Kenya will work with MoH, UN- agenciesand civil society to enhance efficiency
and cost effective case finding interventions. Engagement will be through the national HTS
technical working groups, to enable collaboration with all stakeholders to review HTS
policy guidelines and revise to alignwith WHO 2018 guidelines. PEPFAR will collaborate
with stakeholders to review the HTS eligibility criteria for all sub populations to reduce
over-testing and improve yield for priority populations as well asscale up index case testing
as the primary testing modality. PEPFAR will also,in collaboration with M oH work
towards a public health approach in case finding.PEPFAR Kenya will involve the MH in
its activities and strengthen collaborative site visits and mentorship activities including
performance reviews at county level.

The program will continue to work with and strengthen county teams and monitor the
implementing partner performance closely through SIMs and quarterly reviews with
performance improvement plans done for poorly performing partners to ensure that they
achieve their COP19 targets. Technical working groups in each program area will be
strengthened and the county MoH incorporated for synergy and efficiency. Facility and
targeted community outreach strategies will be used to identify individuals living with HIV
among KP and other targeted groups (children <15 years, youth, and men 25+ years)
through high yield HTS modalities, scale up of partner notification services and index client
testing populations. To increase linkage to treatment to 95%, PEPFAR will support client
escorts, the use of telephone and short text message reminders and-iperson follow-up by
peer educators. Further, PEPFAR will actively engage key and priority populations (KP/PP),
CSO, local communities and other stakeholars to address stigma and discrimination,
harmful gender norms and other barriers to accessing HIV care and services, including
PreP for which GOK established guidelines targeting KP/PP. In addition, PEPFAR will
routinely forecast site-specific commodity needs and work closely with KEMSA to ensure
service delivery points (SDPs) receive uninterrupted supplies, e.g. RTK, condoms,
lubricants and methadone.
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In scale up counties, PEPFAR will support intensified demand creation, targeted HTS,
linkage to treatment, provision of PrEP for all eligible most at risk individuals including
discordant couples, postexposure prophylaxis (PEP) and VMMC. Innovative approaches
will include: enhanced monitoring for better tracking and retention; implementation of
PHDP; creation of PLHIV peer networks; setting convenient clinic working hours; and
sensitizing public health personnel to KP friendly service provision. PEPFAR Kenya will
work with M oH, UN family and civil society to enhance and improve outcomes of CALHIV.
Through the pediatric and adolescent technical working groups, PEPFAR will work with all
stakeholders to review pediatric ART policy guidelines and revise to align with WHO 2018
guidelines.

PEPFAR will support review of the HTS eligibility criteria for children and adolescent to
reduce overtesting and improve yield for these priority populations. In collaboration with
MoH and civil society, PEPFAR will support universal testing of all children of PLHIV newly
diagnosed or existing in care.Further, we will work with M oH to implement family
centered (PAMA care) for child-caregiver pairs in care to ensure, standard package to guide
implementation, SOP has and tools to track performance.

B

PEPFAR will continue to support forecasting and quantification for TB HIV commaodities and
printing of tools while Global Fund (GF) will to procure the bulk of the required isoniazid
and pyridoxine. The ministry of health will procure (TB-LAM) and continue to support
surveillance and culture and DST. Working with the USAID pure TB funded active TB case
finding project, PEPFAR IPs will ensure HIV testing of all Presumptive TB cases identified.
Collaborating with CHAI PEPFAR will support the pilot of 3HP among PLHIV in CDC sites
in Kiambu County and support documentation of lessons learned to inform national scale

up.

Further, PEPFAR will provide technical assistance in development of an application for TB
symptom self-screening funded by Global fund and work with the PPB to develop an
application for ADR self-screening and reporting. This is expected to facilitate intensified TB
case finding and pharmacovigilance among patients in various service delivery models.

To improve the quality of reporting and longit udinal patient tracking and monitoring, a
TBHIV module will be introduced in existing EMRS with linkage to the national TBHIV case
based surveillance system (TIBU) to facilitate reatime data collection by frontline clinical
staff. This will reduce the MoH sub county TBHIV coordinators burden of reporting and
allow them to focus on supervision, monitoring and mentorship. In addition to routine IP
guarterly meetings and site visits, PEPFAR willpiggy back on MoH coordinated TBHIV

59| Page

Unclassified



guarterly meetings to review performance of IP supported sites and sub counties.
Investments will concentrate on strengthening and expansion of the specimen transport
networks for GeneXpert® testing and drug resistant TB surveillance; expansion of continuous
guality improvement to c over GeneXpert® assay, smear microscopy and TB culture through
external quality assurance including proficiency testing will be bolstered. Deliberate efforts
will be made to operationalize the use of the GeneXpert® platform for early infant HIV
diagnosis. Leveraging available resources universal HIV testing of patients with diagnosed
TB and timely access to ART for those with HIV infection will be ensured. Systems will be
strengthened to maintain proper TB infection prevention in health care settings, conducting
surveillance of TB among health care workers; support routine TB screening and contact
tracing in HIV, MCH, prison clinics and other hospital settings, diagnostic work-up and
appropriate management as per the national TB guidelines

Use of unique ide ntifiers across sites and programs in clinical settings

Working with and provide technical support to national and county governments to
operationalize the use of GOK's "Huduma Namba™ as Unique Patient Identifier in accessing
services in the HIV patients’ care and management clinics through the development,
implementation, monitoring and evaluation of national policy framework, facility level
guidelines and protocols. Provide facility level mentorship to health care workers during
the implementation of Huduma Nam ba for effective and smooth transition in the health
sector.

4.6 Targets for scale -up locations and populations

Standard Table 4.6.1: Entry Streams for Adults and Pediatrics Newly Initiating ART
Patients in Scale -up Counties
Table 4.6.1: Entry Streams for Adults and Pediatrics Newly Initiating ART Patients

in Scale-up Counties
Newly Identified Newly Initiated on
Entry Streams for ART Tested for HIV Positive ART (APR FY 20)
Enroliment (APR FY20)
(APR FY20) HTS TST POS TX_NEW
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HTS_TST

Total Men 209,365 8,319 7,973

Total Women 658,118 18,070 16,993

Total Children (<15) 74,870 1,895 1,920

Total from Index Testing 59461 7,866
Adults

TB Patients 12,264 1,370 1,370

Pregnant Women 224,643 1,830 1,830
VMMC clients - - -

Key populations 39,946 4,440 42,18
Priority Populations - - -

Other Testing 590,630 18,749 17,545

Previously diagnosed
and/or in care

Pediatrics (<15)
HIV ExposedInfants 8,230 183
Other pediatric testing 74,870 1,895 1,737

Previously diagnosed
and/or in care

*For scale up counties all VMMC is targeted towards children aged <15years who will not form part of
targeted HIV testing.

*Index testing contributes 28% of all positives with a yield of 13.3%, this augments all the other approaches
towards ensuring case identification is optimized in these counties.
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Standard Table 4.6.2 : VMMC Coverage and Targets by Age Bracket in Scale -Counties

Table 4.6.2 VMMC Coverage and Targets by Age Bracket in Scale -up Districts

Unclassified

Population Size Current Coverage % VMMC_CIRC VMMC_CIRC Expected
Target Estimate (15-29) ge s - - Coverage
Populations
SNU (SNUs) (date=2018) (in FY20) (in FY20) (in FY20)
1529 years 1014 Yrs 1529 Yrs
Nandi 1529 years 156,505 >80% 4,189 >80%
Busia 1529 years 117,425 >80% 9,441 >80%
Total 13,631
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Standard Table 4.6.3: Target Populations for Prevention Interventions to Facilitate
Epidemic Control

Table 4.6.3 Target Populations for Prevention Interventions to Facilitate Epidemic
Control
Population Size Estimate
Target Populations FY20 Target
FSWs 167,940 147,602
MSM 32,580 87,074
PWID 16,063 1,550
Fisher folk 123,065 123,065
Military Unknown 56,160
Prisoners Unknown 60,334
AGYW (9 -24 years) 7,591,561 252,000
TOTAL 7,931,209 677,451

ovC

PEPFAR Kenya Orphans and Vulnerable Children (OVC) activities will continue toemphasize
comprehensive family-centered support targeting infected and affected children aged 017 years
in line with current geographic epidemic trends. The program promotes integrated case
management approaches to mitigate the impact of HIV/AIDS and ensue that children and
adolescents remain AIDS free, healthy, safe, stable ansthooled educated The program will
deliver most critical age appropriate services implemented through systematic case plan
management and monitoring outcomes for OVC and their households using guidance and tools
that are aligned to benchmarks for OVC programming in Kenya.

PEPFAR OVC program will deepen engagement with the public and private sector including
community and faith -based organization and other children support structures at national, sub

national and community levels to enhance referrals and link to comprehensi services including

to social safety net programs and other resources that ensure access to comprehensive services

AT A OOOOAET 0%0&!2 CAET O AAUITA DPOI COAI 00DPBI OC
million children (NACC 2018Kenya Estimates; 2®), of which, about 580,000 are orphans due to
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AIDS. There were approximately 8,000 new infections among children <15 years in 2018, majority
of the infected and affected children reside in high burden counties.

In COP19, theprogram focus will be on primary prevention of HIV and sexual violence among
boys and girls aged 914 years and combined prevention and risk reduction for 237 yeatolds
adolescents particularly the girls; risk assessment and improving access to HTS services, ART
adherence support and retention; phased disclosure and psychosocial support; monitoring viral
load suppression among HIV+ OVC and supporting access to basic healthcare, including
nutrition particularly for children under -five and infected children that are failing treatment;
educational subsidies and life skills, child protection; and socioeconomic support for
parents/caregivers of OVC.

Progress and COP 19 OVC Priorities

As the OVC program continues to refine and evolve its approaches, focus and interventions, in
COP19jt will continue to mitigate the impact of HIV/AIDS on children and adolescents as well

as prevention. Emphasis will be laid on greater engagement of public, private and local partners,
including faith -based organizations to facilitate graduation and transiions process, and to
promote shared responsibility for sustainable services. In COP 19, PEPFAR@sgeting 618,260
children and adolescents aged < 18 years, of which61,025926), are in the high burden counties

- an increase from 87% in COP 18 PEPFAR OVC targets. (See Table 4.6.31). The OVC program
will increase its graduation and transition rates from the current 5-7% to 11% in the high burden
counties, and to about 18% in the medium counties using phased/gradual @proaches.
Additionally, the program will endeavor to fully transition beneficiaries out of PEPFAR support

in the low burden counties. During this process, the program will ensure that approx. 5,533 HIV+
children and adolescents have individual response mns that ensure sustained access to HIV
services, monitoring ART adherence and retention, as well as viral suppression beyond PEPFAR
support.

The socioeconomic interventions will include data-driven combined household economic
strengthening low-risk interventions and progress monitored through Case Plan Achievement
Readiness Assessments (CPARANd individual OVC household case plans. Currently, there are
close to 70% enrolled households with case plans which will be used to facilitate graduation
process that meets the Kenya/global benchmarks. Presently, the program supports
approximately 270,600 households categorized into different levels of vulnerability (HHs ready
to graduate 7 4,264, on pathwayz 40,087 and not ready-137,375) supporting 628,819 OVClhe
program will work closely with the target households, local partners, county government and
other stakeholders to facilitate responsible graduation for households that are ready and on
pathway to graduation while supporting seamless transition of thehighly vulnerable households
in order to mitigate harm, uphold the best interest of the child and ethical principles.
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Kenya, views OVC as a priority population in the national response to the HIV epidemic with
clearly outlined strategies for improving child welfare through education, economic and social
support. The program will continue to be guided by key guidelines and legislative frameworks
that include the PEPFAR OVC guidance, National Plan of Action (NPA) for Children, the
National Quality Minimum St AT AAOAO &£ O / 6# DBOI COAITEIC AT A O
has instituted various programs to assist children at risk, including OVC to access basic services
mainly through the social safety nets and social protection program. Currently, the largest GOK
social protection program is the Cash Transfer (CT) program covering all the 47 counties
supporting over 947,692 poor and vulnerable households to access basic needs, and ultimately
improve their wellbeing. Of this total, the OVC cash transfer program alonecovers about 360,000
households which is 38 percent of the total households reached by the GOK Cash Transfer
Program in the country which that the OVC PEPFAR program has continued to leverage. For
example, by SAPR 2019, about 26,133 households enrolled tre PEPFAR OVC program
supporting 78,000 OVC were benefiting from the GOK social potection programs that include
the educational bursaries and the National Health Insurance Fund (NHIF).

In COP 19, the program will continue to strategically leverage tle GOK support and other non
state investments utilizing the OVC vulnerability assessment data, available county
sustainability and case investment plans to intensify work with the specific counties, systems
and structures. Linkage with existing data systens will be strengthened, including the single
registry that tracks beneficiaries served under the cash transfer program to address duplication.
The program will ensure active participation in the next GOK budgeting process to facilitate
responsible graduaton and transition processes. Other opportunities being explored include
dialogue with development partners, including with the new Kenya Social Inclusion Program
(KSEIP) that is being implemented in 14 counties most which are in the Northern and Arid Lands
region.

Table 4.6.3 COP 2019 OVC Targets by Age Band (OVC<18 years only)

1% Y¢EBHhT BN GG
YR EYOhYEi 'S
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Priority Sub-Population
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The OVC program will continue to target 0-17 yeatolds OVC infected and affected by HIV/AIDS
aligned with the burden and unmet need. Identifying, supporting and retaining HIV+ children
and adolescents, HIV exposed infants, children living with HIV infected caregivers and most at
risk adolescent girls will continue to be prioritized as new entrants to the OVC program.

Standard Table 4.6.4: Targets for OVC and Linkages to HIV Services

Table 4.6.4 Targets for OVC and Linkages to HIV Services
Estimated # of . rlgtre?\i:\z gﬂggg\r/f frt())er:elif’iglglr:iisl‘?
o[ S| ovd vt | QiCHTmee Y
Children files (FY20 Target)
OVC_SERV ovct
Nairobi 98,954 114,959 113,222
Homa Bay 170,587 77,104 75,478
Siaya 107,301 27,203 26,705
Kisumu 160,050 80,639 79,592
Migori 97,457 25,622 25,268
Kiambu 60,462 22681 22,272
Kakamega 122,248 22,118 21,664
Nakuru 115,453 28,886 28,399
Mombasa 30,335 12,457 12,288
Busia 117,922 24,122 23,672
Kisii 104,561 17,900 17,658
Kilifi 69,849 36,427 35,931
Uasin Gishu 19,497 12,391 12,136
Murang'a 50,266 5,032 4,938
Machakos 45,563 7,578 7,435
Bungoma 58,898 14,069 13,761
Trans Nzoia 95,822 8,757 8,534
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Kitui 39,430 5,048 4,944
Kajiado 38,165 7,549 7,438
Makueni 89,372 5,864 5,756
Meru 53,110 7,299 7,152
Turkana 26,739 10,264 10,139
Nyeri 27,911 4,999 4,887
Vihiga 55,118 4,147 4,040
Kwale 87,921 3,998 3,934
Nyamira 72,867 2,498 2,457
Narok 50,164 5,198 5,071
Kericho 50,257 12,577 12,403
Nyandarua 51,741 2,501 2,440
Kirinyaga 39,114 -

Nandi 85,249 3,000 2,937
Embu 16,500 4,000 3,917
Bomet 62,853 6,765 6,661
Taita Taveta 17,813 4,003 3,948
Laikipia 16,773 233 229
Tharaka Nithi 24,339 139 136
West Pokot 67,967 135 133
Baringo 19,767 318 309
Elgeyo Marakwet 9,234 81 79
Isiolo - -

Samburu 16,209 38 38
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Garissa - -

Lamu - -

Marsabit - -

Tana River - -

Mandera - -

Wajir - -

Military Kenya - 214 209
Total 2,543,838 628,819 618,210
*KDHS 2014

Key Interventions and Focus

The program will focus on prevention among children and adolescents, including primary
prevention of HIV and sexual violence among the 914 yearold boys and girls. Ensure
implementation of case management approaches that are famihcentered and closely
coordinated with clinical facilities and monitoring OVC outcomes informed by individual case
plan assessment results. Eligible children, adolescents and their households will be assured
access to HIV testing through a systematic risk assessment, and link téereatment and care
services. Routine, assessment will be inclusive of a sexual risk screening of the mestrisk
children with unknown HIV status and violence exposure screening. The program will continue
to strengthen and create two-way referral pathways to clinical and other socioeconomic services.
The program will support interventions that target the caregiver and adolescent girls and
strengthen the community level social welfare workforce.

At community level, the program will engage OVC frontline ® OT OEAAOOS TAT i i O1 EOQU
to provide integrated case management services that support access to comprehensive age
appropriate services. These will incudes regular home follow up and monitoring, providing
education and adherence support to mothers,including pregnant and adolescent mothers and
identifying infants at high risk for lost to follow up as well as escorting children to the clinics

where applicable. PEPFAR will intensify health education and psychosocial support to OVC
households through training of local implementing partners, community health workers and

other social welfare personnel e.g. community mentor mothers to identify, monitor, facilitate

phased disclosure, identify and address barriers to service uptake, including stigma and
discrimination.
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At the health facility level, the program will work closely with pediatric and PMTCT programs to
reach children living with HIV with health, nutrition, education and protection services. The
program will leverage on already existing maternaland child health (MCH) interventions to
reach children <5 years at PMTCT within the child health and early childhood development
(ECD) sites to monitor growth for young children and provide and track referrals from the
community to the facility for sick a nd malnourished children. Ensure 100% of HIV+ children and
adolescents enrolled in the OVC program is on ART, adherent, virally suppressed and in age
appropriate support groups. To achieve this, the program will utilize linkage coordinators as
essential members of the multi-disciplinary care teams to track children that are failing
treatment and establish barriers including the socioeconomic factors. In addition, the program
will optimize use of the facility -community link desk persons particularly in the high volume
health clinics to ensure adhaence to clinical appointment.

In order to achieve viral suppression among children and adolescents enrolled in PMTCT, the
program, in collaboration with clinical partners, will build caregiver skills in parenting and care
of HIV-affected, infected and exposed children and adolescentsThe program will fast track
children below 2 years and sick children living with HIV infected caregivers, including adolescent
girls who are pregnant or breastfeeding and those who are failing treatment. Caregivers of OVC
with high viral load or newly init iated on ART will be targeted for socioeconomic support. Data
on viral suppression will be used to continually improve and refine the program through routine
dashboard monitoring and integrated data reviews with the clinical.

Educational support will be provided to most at risk OVC particularly the adolescent girls. Data
on school enrolment, out of school, attendance, and ability of the caregivers will continue to
inform the beneficiaries to be supported. OVC caregivers and adolescents will be supportetb
be more resilient to financial shocks through group savings and loan programs, agappropriate
market-driven skills specifically for out-of-school at risk older OVC, as well as referrals and
enrollment in social protection programs, including GOK school bursaries. The OVC program
will continue to collaborate and optimize DREAMS and Faith-based platforms to maximize on
efficiencies and ensure the unique and complex needs of children and AGYW and their families
are met.

The program will work closely with DREAMS, and community based organization, including
faith-based organizations maximizing their organizational structures and networks to address
sexual violence and HIV prevention particularly for the young boys and girls aged 914 yearolds.
The program will integrate regular gender-based violence (GBV) prevention sensitization at the
community that will target community gatekeepers and leaders to understand the unique
challenges and experiences, including stigmatizing and discriminatory contents, and eeds of
children and adolescents living with HIV. Support active screening for GBV, case conferencing
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and linking OVC to comprehensive services including linkage to police, health care and justice.
The program will continue to participate and work closely x EOE $ADPAOOI AT O
Services (DCS), child protection structures, and stakeholders in target counties and communities
to disseminate the 2018 findings of therecently completed violence against children survey
(VACS) in Kenya.

PEPFAR will continue to support ongoing efforts to strengthen and ensure optimal use of the
national and county level Child Protection Information Management System (CPIMS) with a
focus to gradually transition the system to DCS for sustainability. This system helps to flagighly
vulnerable cases for additional followup, empowers local leadership with timely data for
decision making, planning and enhances advocacy for data ownership, resource allocation and
monitoring of OVC activities. In COP 19, PEPFAR will support OVC implementing partners (IPs)
and DCS in focal counties, through trainings to increase demand for and use of data. This will be
addressed through regular data reviews, dissemination of reports during quarterly data review
meetings, mentorship programs on basic data interpretation, dashboards and data gaps.
Through deepened stakeholder engagement, in COP19, the department of children services is
receiving support from UNICEF expand CPIMS covege in 9 additional counties. Aligned with
S/GAC guidance, further transition will occur in medium and low burden counties in FY 19 and
FY 20 to scaleup in high burden counties with high unmet need. Lessons learned from the FY17
transition from seven central support counties will continue to inform future graduation and
transition processes.

High Burden Counties

In COP19, PEPFAR OVC programs continue to align with the epidemic profile and where OVC
unmet need is highest. This approach to service coverage aligns geographically and
programmatically with treatment scale up and DREAMS.

1 PEPFAR will reach children (560,806) in the 20 high burden counties which is
approximately 924 of the total COP19 OVCtarget of 628,8130f boys and girls below 18
years.

1 COP19 investments per PEPFAR age categorization will comprise of <9 yea®2%o), 1014
years 61%) and 15- 17 yearq27%) respectively. In APR 2018 of the total97,1260VC
served, 24% were <10 years, 34% werelDyears, 22% were 1Y years and 20% were
above 18 years. The target continues to reflect deliberate shifts in COP 19 OVC
programming to focus on service pakage quality and accelerated transition of
beneficiaries in sustained counties.

Medium and Low Burden
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To address the complexity of transitioning children and families who are still in need of
mitigation services, PEPFAR will work with the GOK and other stakeholders based on transition
experience and lessons learned from the 7 central support counties in FIYY. Approaches will
include:

1 Discontinuing any enrollment of new beneficiaries and fast track graduate/transition

children and families on a rolling basis starting in the lowest burden counties using case
plan readiness achievement guidance and tools. Trgeted psychosocial support for
affected households.

Provide targeted support to OVC households based on case plans developed to shift them
towards selfsustenance through low risk household economic activities, including
savings and loans, financial liteacy and oneoff assets transfer. Work with the GOK and
county stakeholders to subsume the highly vulnerable households in the cash transfer
program.

Develop and implement individual response plans to support OVC who are CLHIV and
ALHIV to access treatmentand care services. Coordinate with clinical facility through
linkage coordinators as essential members of the multidisciplinary care teams

Targeted secondary education support for most at risk OVC, especially adolescent girls
while linking them to availa ble educational bursaries.

Summary of Age Band Interventions
Package of services for OVC <9 years

T

Immunization and nutritional assessment/growth monitoring, counseling and linkage to
food supplementation

Access to health care with emphasis on exposed children, eligibility screening for HIV
testing, ART adherence, retention in treatment and care and viral suppression for all
CLHIV.

Primary prevention to avoid HIV and violence before it occurs, child protection, birth
registration and household succession planning including wills and inheritance.

Early childhood support with cognitive/play materials and nutrition.

Education support, primary school enroliment, attendance and progression (scholastic
materials, school levies).

Package of Services for OVC age 10-14 years

M

Unclassified

Eligibility screening for HIV testing, ART adherence, retention in treatment and care and
viral suppression for all HIV+ children.

Primary prevention of sexual violence and HIV and link to post-rape care services.

In and out of school health programs using ageappropriate materials (Families Matter |
and II). Mentorship and coaching programs.
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1 Education subsidies to at risk OVC to access primary and secondary (bursaries and
ancillary fees) to facilitate enrollment, attendance and progression.

1 Protection services, including psychosocial support for OVC and caregivers, succession
planning and basic legal documentation including birth certificates, post-rape care and
GBV and other forms of violkence care services.

1 Support linkages to DREAMS services for adolescent and young pregnant girls such as
safe spaces.

Package of Services for OVC age 1517 years

1 Health care with emphasis on eligibility screening for HIV testing, ART adherence,
retention in treatment and care and viral suppression for all HIV+ children.

1 Adolescent referrals for reproductive health services and commodities (e.g. condoms) and
other services including VMMC and HTS.

91 Education subsidies to at risk OVC to access primary andsecondary (bursaries and
ancillary fees) to facilitate enrollment, attendance and progression.

1 Market-driven livelihood activities e.g., vocational and entrepreneurial skills training for
highly vulnerable out of school adolescents

1 Protection services, ncluding psychosocial support for OVC and caregivers, succession
planning and basic legal documentation including birth certificates, post-violence care
services and GBV and other forms of violence care services.

Parents/Caregivers

1 Targeted community mobilization to sensitize caregivers on the importance of HTS
services for themselves and most at risk OVC, viral suppression and nutrition for CLHIV
and linkage to age appropriate services.

1 Parenting skills using ageappropriate EBI maerials, knowledge on developmental stages,
safeguarding children and adolescents, positive discipline, communication and
understanding the service delivery points and utilization. Community mobilization and
norms change.

1 Psychosocial support, support graups and disclosure for caregivers with young children
and mentoring.

1 Targeted HES for caregivers and linking them to social protection programs and existing
resources.

1 Case plan development/refinement and monitoring outcomes towards achievement,
graduation and transition benchmarks.

Communities, Local Implementing Partners and County and National Government
1 Strengthening child protection information management systems, and child zfocused
committees
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1 Coordinating and networking to facilitate graduation and transition processes.

1 Support the local implementing partners to actively participate in the GOK budget
planning cycle.

1 Strengthen case management and outcomes monitoring of children, adolescents and
families through use of the benchmarks/case plan akievement for OVC programming in
Kenya

1 Capacity building of GOK and local implementing partner partners to improve routine
data collection, analysis, use and management.

1 Engaging county structures for OVC service delivery including quality improvement
teams, child protection reporting and response, case conferencing e.g. Area Advisory and
Locational Advisory councils (AACs and LAAC).

4.8 Viral Load and Early Infant Diagnosis Optimization
1 Strategies for TB/HIV integration and optimization of existing POC and conventional
instrument capacities; this remains an MoH and non-PEPFAR partneractivities. PEFAR
will continue to provide TA to ensure appropriate placements andprevent duplication

of efforts.
1 Projected new sites or geographic areas inY20 for EID and VL among PBFW
only;" AOGAA 11 OEAMAE TAGOIOMAN DAhOPEPAARIab gEbgamthe lab

program shall not venture into new sites or testing labs ,but instead strengthen and
optimizes resource utilization for the already existing sites .

1 Funds allocated in the FAST,; (including commodity procurement, trainings or TA

1 Transition arrangements for existing POC platforms owned by other stakeholders and
located within PEPFAR supported sites

i 81001 COAi ' AOEOE
3000AET AA , 1T AAOE

OEAO &£ O wbEAAI
AOET T O AT A o1 pPOI AC

5.1 COP 1%rogrammatic Priorities

Treatment -Pediatrics

In evolve counties, HIV active case surveillance using public health approach, targeted testing
using a screening tools will be used at OPD, diagnostic testing andounseling will be done for
symptomatic children and adolescent. Focused testing for childre of PLHIV will be optimized.
Assisted partner notification services will be done for adolescents. In scale up and reboot
counties, PITC, index testing,PNS will be optimized to increase case identification and close
the ART unmet gap in these counties.
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In evolve, scale up and reboot counties, a standard package for facilitated linkage, caregiver and
adolescent treatment literacy, disclosure, psychosocial support, enhanced appointment and
defaulter tracking systems will be implemented. There will be enhan@d efforts to link and retain

in care both new and existing patients on ART.

TB

Tuberculosis remainsthe leading cause of death among people living with HIV. The package
of activities are similar in all counties. MoH systems will be strengthened to ensure that the
gains made through PEPFAR investment in implementation of collaborative TBHIV activities
are sustained in evolve counties.

5.2 Targets for attained and sustained locations and populations

Standard Table 5.2.1 Expected Beneficiary Volume Receiving Minimum Package of
Services in Evolve Counties

Table 5.2.1 Expected Beneficiary Volume Receiving Minimum Package of
Services in Evolve Counties
. Expected result Expected result

Attained Support Volume by Group APR 19 APR 20
HIV tespng (all HTS TST 4,600,138 2,941,801
populations)
HIV pogltlves (all HTS TST POS 108,183 92,746
populations) y S
Treatment new TX _NEW 105,315 87,450
Current on ART TX_CURR 825,292 861,337
ovcC OVC_SERV 552,081 420,674
Key populations KP_PREV 180,220 166,296

*Calculations for targets for clinical services should be based on maintaining 80% ARToverage levels in the
Attained districts. [Current Retention + (Passive HTC_POS * Linkage)]/PLHIV = 80% ART Coverage
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Standard Table 5.2.2: Expected Beneficiary Volume Receiving Minimum Package of
Services in Reboot Counties

Table 5.2.2 Expected Beneficiary Volume Receiving Minimum Package of Services in
Reboot Counties
. Expected result Expected result

Reboot Counties Volume by Group APR 19 APR 20
HIV testing in PMTCT sites PMTCT_STAT 357,335 364,809

HTS (only sustained ART sites in HTS TST 1,810,804 1,231,972

FY18) -

HTS_TST_POS 42,903 33,983
Current on ART TX_CURR 234,519 255,540
ovC OVC_SERV 153,159 145,836

5.3Establishing service packages to meet targets in evolve, scale, re  -boot and transition
counties

HIV Testing Services

ioritized activities 1 ved
PEPFAR will continue to support HIV case finding activities in Evolved SNUs. These activities
will include HIV active case surveillance using Public Health approach; Scale up Index case
testing as the primary testing modality, Social Network Testing, Symptom based testing (DTC)
in health facilities and VCT. Additionally, scale up of HIVST using both facility and community
based distribution channels and enhanced FBO initiatives that include active community
engagement. Recency testing, Scale up ofldTS and Capacity Building to County Governments
on sustainability and transition plans will also be prioritized. These activities will be supported
to enable attaining the overall goal of Public health approach and Investments towards
sustainability.

ioritized activities f I
PEPFAR's support towards HIV case finding in scale SNUs will involvepgropriate messaging
that includes demand creation for uptake of HTS to close first 95 (identification) gaps,
aggressively scale Index Case testing with fidelity, Social Network Testing. In additiorscale up
of HIVST using both facility and community based distribution channels and enhanced FBO
initiatives that includes active community engagement will be prioritized. Other activities
include targeted HTS eligibility criteria such as testing of patients with presumptive TB,
enhanced risk to HIV assessment Immediate linkage of >95% of all New Positives through
utilization of high impact linkage interventions like use of linkage officer, tracking register,

locator forms, call back systems andetrospective tracking of unlinked clients as well as peer

75| Page

Unclassified



escort systems and case management strategy. PEPFAR in collaboration with stakeholders will
also Scale up eHTS in these SNUs.These activities will be supported to enable attaining the
overall goal of targetedcase finding to close 1st 95 gaps.

ioritized activities f I
PEPFAR's HIV case finding support in reboot SNUs will include mapping out epidemic hot spots
to inform targeted case finding, appropriate messaging for demand creation for uptake 6HIV
testing Services by those at high risk of HIV acquisition, integrated HTS eligibility/TB screening
and risk driven testing through an elaborate eligibility screening process using tools and VCT.
Other activities will include continued and intense mentorship of HCW towards aggressively
scalingto fidelity of Index Case Testing, immediate linkage of >95% of all New Positives as well
as testing of ALL women with unknown status at 1st ANC visit and subsequent visits for those
opting out at 1st ANC visit. Prioritize scaling up of HIVST using both facility and community
based distribution channels and enhanced FBO initiatives that includes active community
engagement as well asip e-HTS. These activities will be prioritized towards attaining the overall
goal of aggressive case finding to close 1st 95 gaps.

N/B: There will be no PEPFAR support/presence in transition SNUs.

Treatment

Evolve countiesare twelve, accounting for 80% of PLHIV in Kenya, and with a high ART coverage
of >78%. There will be renewed focus of differentiating clinical care to these cohorts in these
counties. This will be done by classifying PLHIV according to both frequency andype of service.
Patients will be classified as having advanced disease or well (within the first year of ART) and
stable and unstable (beyond the first year of ART). Those on ART beyond 1 year will be eligible
for multi -month scripting with up to 6 month clinical appointments to provide better patient
centered care, decongest health facilities and improve retention. The goal is to ensure all stable
patients are in a form of differentiated service delivery model. Retention will be a critical focus
in these counties and will be strengthened by 1) Support documentation and patient literacy on
facility transfer 2) Support Robust Treatment Preparation 3) Supporting Psychosocial Support
through peer engagement 4) Supporting Defaulter Tracking using mobile techrologies such as
the Ushauri system 5) Continued Tracking of TXCURR net growth 6) Full Scale Up of
Differentiated Service Delivery for adults and adolescents and 7) Monthly Monitoring of
Retention. Special focus will be on Bomet, Kericho and Bungoma counéis which have had
challenges with retention especially among young men. In these counties, Mentorship, technical
Assistance and Supervision will be done differently by merging TA teams such that supporting
teams may cover more geography as well as more pgoam areas for efficiencies. In addition,
clinical case management will be made efficient and effective by utilizing video conferencing
platforms such as ECHO which have already proven to be successful (The 2018 ART guidelines
were disseminated using thisplatform).
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In addition to these priority areas, there will be a minimum package of services that will initiate
and maintain cohorts on treatment to ensure they have durable viral load suppression. The
minimum package of services will include 9 clinical canponents in line with the 2018 ART
guidelines. Namely;a) Antiretroviral Therapy: All PLHIV are eligible for ART irrespective of CD4
cell count or percentage, WHO clinical stage, age, pregnancy status, or comorbidities and that
ART should be initiated as ®on as the patient is ready to start, preferably same day (except for
patients with Cryptococcal meningitis or TB meningitis. The program will endeavor to optimize
all their treatment regimens to have most adults on a backbone of Dolutegravir. It will also
include regular viral load monitoring according to the guidelines) b)Positive Health, Dignity,
and Prevention, GBV/IPV & Health Education andCounseling: All patients should be counseled
and supported for disclosure of HIV status; partner/ family testing and engagement; condom
use; family planning; sexually transmitted infections screening; and treatment adherence
services. All females aged 189 years and emancipated minors accessing HIV care services should
be screened for Intimate Partner Violence (IPV)as part of the standard package of care.
Important is that all PLHIV should be provided with adequate treatment literacy. c) Screening
for and Prevention of Specific Opportunistic Infections. d) All PLHIV should be screened for TB
at every visit using the Intensified Case Finding (ICF) tool and assessed for Isoniazid Preventive
Therapy (IPT) if screened negative for TB €) Reproductive Health Services: All PLHIV should be
screened for STI at every clinic visit including ascertainment of pregnancy status shadd be
determined for all women of reproductive age at every visit and their contraception need
determined and met. F) Screening for and Management of NonCommunicable Diseases Q)
Mental Health Screening and Management. h) Nutrition Services: All PLHIV shald receive
nutritional assessment,counseling, and support tailored to the individual needs of the patients.
All infants irrespective of HIV status should be exclusively breastfed for the first 6 months of life,
with timely introduction of appropriate com plementary foods after 6 months, and continued
breastfeeding up to 24 months or beyond. i) Prevention of Other Infections: PLHIV (including
children) should receive vaccinations as recommended by the National Vaccines and
Immunization Programme.

Scale ounties are twenty-one counties with medium ART coverage, ranging from>50% to <78.
There will be focus in ensuring cohorts started and maintained on treatment are retained on
treatment through similar strategies of retention as highlighted in the evolve counties: 1)
Support documentation and patient literacy on facility transfer 2) Support Robust Treatment
Preparation 3) Supporting Psychosocial Support through peer engagement 4) Supporting
Defaulter Tracking using mobile technologies such as the Ushaurigstem 5) Continued Tracking
of TX-CURR net growth 6) Full Scale Up of Differentiated Service Delivery for adults and
adolescents and 7) Monthly Monitoring of Retention. These countieswill still utilize efficient
strategies to ensure optimal case managem# of patients such as the ECHOplatform, which
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have already proven to be successful. This counties will still have the minimum requirements to
initiate and maintain cohorts on treatment: a) Antiretroviral Therapy using optimized regimens
that have a Dolutegravir backbone b) Positive Health, Dignity, and Prevention, GBV/IPV &
Health Education and Counseling c) Screening for and Prevention of Specific Opportunistic
Infections. d) All PLHIV should be screened for TB at every visit using the Intensified Case
Finding (ICF) tool and assessed for Isoniazid Preventive Therapy (IPT) if screened negative for
TB e) Reproductive Health Services F) Screening for and Management of NeGommunicable
Diseases g) Mental Health Screening and Management. h) Nutrition Serviceg Prevention of
Other Infections.

Reboot countiesare seven counties will low ART coverage of <50%. These counties will focus on
ensuring that patients get the minimum package of services with utmost fidelity: a)
Antiretroviral Therapy using optimized r egimens that have a Dolutegravir backboneb) Positive
Health, Dignity, and Prevention, GBV/IPV & Health Education and Counseling c) Screening for
and Prevention of Specific Opportunistic Infections. d) All PLHIV should be screened for TB at
every visit using the Intensified Case Finding (ICF) tool and assessed for Isoniazid Preventive
Therapy (IPT) if screened negative for TB e) R&roductive Health Services F) Screening for and
Management of Non-Communicable Diseases g) Mental Health Screening and Management. h)
Nutrition Services i) Prevention of Other Infections. Retention through proven strategies as
detailed in the Evolve and sale counties will be prioritized. Robust Viral Load monitoring to
ensure all PLHIV have durable Viral Load suppression will be prioritized. This will include
Improvements in patient and care giver literacy on medication adherence, treatment
optimization wi th efficacious regimens: TLD Scale Up, Nevirapine transition in children,
improvements in the Lab-Clinical Interface, Viral Load Utilization cascade through CQI, viremia
Clinics: Dedicated Clinics for patients with VL>400copies/ml for psychosocial support and
adherence and OTZ Scale up: Asset Based program dedicated to empower AYP to own their
treatment

Transition counties are 7 counties, with low unmet need of <3,000. Except Wajir (with an ART
coverage of 106%), the other six counties have a low ART coege of <50%. These counties were
transitioned to GoK in FY18. In COP19, these counties will not receive any direct PEPFAR
support, except commodities that will be supported through the centralized national supply
chain system.

Preventing Mother -to-Child Transmission (PMTCT)

As a lead technical partner to the Ministry of Health (MoH) at both national and county

government, PEPFAR Kenya will continue to provide technical support and direct PMTCT
service delivery through implementing partners (IPs). In FY 20, the direct service delivery
support will be restructured to focus on high burdened locations and high-risk sub populations

78| Page

Unclassified



of PBFW using appropriate combination of interventions in the right scale to achieve MER
targets and eMTCT.

To redign the program and achieve COP19 (FY20) targets, PEPFAR will provide differential
support and package of services based on SNU needs. Counties have been categorized into four
clusters as Reboot, Scale, Evolve and Transition, based on HIV Burden, ART coage and unmet
need. Further to county categorization, focus and support to health facilities will be guided by
site volume, HIV burden and degree of unmet treatmentneed. In FY 18, Kenya achieved 85% of
PMTCT STAT and 89% of PMTCT ART targets compared to FY17 achievement of 69% and 66%
for the same indicators respectively. PEPFAR FY18 performance was similar with nationald¥
performance. Of those attending first ANC, 99% krew their HIV status while 98% of those
identified HIV positive initiated ART. The EID coverage improved due to enhance postnatal
HIV retesting and HEI identification at immunization clinics. Of the 60,763 tests, 67%
(41,015/60,769 were tested at age < 2nonths while 33% (19,948/60,763) were tested between 2
12 months. Total of 1,715 (2.8%) were identified PCR positive and 87% linked to treatment.

**The program began reporting on the correct denominator in FY19, based on MER Indicator
Reference Guide (Vesion 2.3 FY19

For COP 19 (FY20) planning process, FY18 achievements, projected FY 19 performance and
background of partner performance and local demographic context was used to generate
PEPFAR targets by SNU and IP. The following data sources were used determine PMTCT
targets: MoH data alignment reports, DATIM results, first ANC, OPV1 immunization coverage.
Using these sources, it was estimated that 90% (1,232,277) of pregnant women would seek
services at PEPFARupported sites out of which 95% (1,17669) would receive an HIV test or
know their HIV status. Evolved counties account for 50% (578,692) of PMTCT stat (N) targets
while the Reboot and Scale up counties account for 31% (364,809) and 19% (224,998) respectively.
There are no targets for the tansitioned counties. The PMTCT STAT POS targets are generated
from national EPP Spectrum that estimates PMTCT need at 69,497. In FY 2BEPFAR will target
87%(60,702) of the national PMTCT need in its supported sites and 95% (57,691) ART uptake of
women in the supported counties.

EID coverage will be a priority in COP19, with an increased focus on early testing of HIV exposed
infants within 2 months through enhanced retention, post ANC 1 retesting and referral and HEI
screening at immunization. At least 95 % (57,666) of expected HEIs will targeted for infant
virologic test, of whom 90% (51,598) receiving the test at age < 2monthsAn estimated 1,076
positive infants will be identified and linked to treatment. To align to expanding universal health
care ard Linda mama initiatives, Kenya hopes to improve on PMTCT indicators in all the 40
SNUSs. HIV testing at ANC and postnatal period as per the MoH guidelines will be optimized
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including routine HEI screening at immunization clinics, outpatient and pediatric wards with
referrals for both mother-infant pairs for same day ART initiation.

Other services provided will include psychosocial support for disclosure and adherence,
optimized retention and tracking of mothers-infant pairs, comprehensive clinical care
monitoring of HIV -infected pregnant and breast feeding women and finally referral to
community -based services on a needs basis. In the high and medium volume sites, higlsk
clients (High Viremia, treatment decliners/defaulters, newly diagnosed positives, AGYW) and
stable post ANC clients, will be categorized and streamed through a dierentiated care model.
Peer support groups and empowerment meetings for pregnant adolescent girls and young
women and referrals to OVC and DREAMS programs where possible will be carried out. tdepth
review and impact of pregnant and breast feeding adascent and young women to eMTCT will
be evaluated and targeted interventions developed through national and county coordinated
multisectoral and multidisciplinary approaches.

Pregnancy intention assessment and support including family planning (FP) senges will be
enhanced within ART clinics to reduce the unmet need for FP among HIVinfected women of
reproductive age. Additional services will include male involvement strategies such as index case
testing, provision of HIV self-testing kits, referral of negative male partners and infant males for
VMMC, discordant couple counseling and risk reduction support, including PrEP for HIV-
negative sex partner.

All HIV exposed infants will be longitudinally follow up as a cohort until status determined. Site
level processes and outcomes that include client characterization and bottleneck analysis for
sites recording high PCR positives will be fast tracked and additional mentorship support offered
in collaboration with county government

The Kenya Mentor Mother roles will be supported to enhance uptake, retention and adherence
to PMTCT interventions. Finally, the enhanced operationalization of eMTCT framework and
guidelines including the roll out of revised M&E tools will remain a priority. In the evolved
counties, (in addition to the basic package) LIPs in collaboration with the county governments
will review and improve eMTCT and AIDS strategic frameworks, business plans, stakeholder
matrix, and sustainability index monitoring. Activities will include transition o f KMMP to
county, reduced TA oversight and mentorship by LIP, strengthened county system to carry out
supervision and data management including county led DQA. In these counties LIPs will initiate
the transition of HRH staff from medium volume facilities to county.

In addition to the basic PMTCT package of services the scale counties will targeted to increase
their coverage of PMTCT interventions to reach level of evolving counties. The frequency of TA
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by both MoH and LIP to sites accounting for 80% of numbers/targets will be increased and data
of key indicators monitored on a monthly basis. The staff in high and medium volume facilities
will be sustained.

Partner monitoring in the reboot counties will be enhanced through frequent visits by respective
agencies. Surge like activities aimed at improving coverage will be carried out and biweekly
monitoring of key PMTCT indicators done. HRH staff (both peer educators and clinical staff)
will be reorganized to ensure HIV service points are optimally coveed. There will be enhanced
collaboration with other stakeholders for community identification and referral of PBFW. The

basic package of services will be provided.

Transitioned counties will be directly under the county MoH as PEPFAR supports through
central process including KEMSA for ART and RTK commodities, VL and EID samples through
a national lab network. Technical support and monitoring through national DQAs and TWG
review meetings will be carried out by the County.

Laboratory Services

PEPFAR continues to support essential lab services for PLHIV in evolved, scaled and reboot
counties through a nationally coordinated lab network that assures access to core HIV and TB
diagnostic and monitoring tests. The regional laboratory implementing partners will engage
with the county lab leadership through the lead county clinical implementing partners to
coordinate laboratory activities such as enrolling HIV testers in the National HV Proficiency
Testing (PT) program, enrolling laboratories performing TB/HIV related tests to the nationally
coordinated EQA program and following up on corrective interventions. High volume testing
sites will continue implementing the HIV rapid testing continuous quality improvement (RT -
CQl) initiative to ensure accurate HIV testing in achievement of the first 95. Support for
continuous quality improvement activities in high performing sites will be transitioned to county
MoH with the focus retained for high volume ART sites with weak quality systems. The
established naional sample referral network will ensure access to EID, VL and other TB/HIV
related tests within acceptable turnaround time. National lab systems support ensures that these
counties benefit from lab commodity security, external quality assurance and equydment
calibration and maintenance for accurate lab testing and reporting.

Strategic Information

PEPFAR will continue to support strategic information initiatives in all priority counties
towards generating and using high quality strategic information that will inform scaling with
fidelity and refinement of working strategies towards achievement and sustaining epidemic
control.
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All county typologies will be supported to conduct continuous data quality assessment and
improvement initiatives towards timely, correct and consistent reporting to MoH (DHIS2) and
PEPFAR (DATIM) systems that will help us move towards data alignment and hence
sustainability of information systems.

Electronic health records including mhealth applications will also play a key role bwards
meeting the dynamic and evolving program and data needs of the HIV program as we move
closer towards epidemic control, it shall be expected that all high volume facilities will adopt
and consistently use electronic systems. We will continue workingwith counties to move
towards better ownership and support of these systems for sustainability.

All priority counties will also be expected to implement key surveillance activities such as case
based surveillance, recency testing for all newly diagnosedgsitives and mortality surveillance
to aid in tracking the course of the epidemic and hence inform prompt program response.

681 00T COAIAARGBEORAIOWO O ' AEEAOA
WPDEAAI EA #1 1 00T 1

6.1 Addressing epidemic control and achieving a steady  state

In COP19, Kenya prioritized system investments to ensure accelerated progress towards
APDEAAT EA AT1 0011 AT A AAEEAOGAT AT O 1T £ OEA bDOI GO/
steady state particularly at county level. The system investments focus dth at national and

county levels aligning to the new county-led model and prioritization as Kenya approaches
epidemic control and the required tools to sustain it. Investment over the years has borne results

and certain program areas have made progress,@ the laboratory program has led to universal

viral load coverage. Subsequently, abovsite investments have reduced over time from over 7%

in COP17, 6.2% in COP18 and 5% in COP 19.

PEPFAR Kenya identified key gaps, remedial activities, and national piay shifts required to
achieve 95:95:95 targets and complement site level approaches. The critical abogée
investment approaches, all of which are critical in achieving epidemic control, include: i)
information systems; ii) assessments, evaluation, op&tion research; iii) laboratory systems; iv)
policy and governance; v) human resources management; vi) supply chain management; and vii)
domestic resource mobilization.

The strategic objectives under theinformation systems approach include: enhancement of the
health information systems (HIS) to address the entire spectrum of HIV service delivery;
improvement of HIS solutions and capacity building of stakeholders to undertake HIS use; and
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